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No one would deny that the interest in gonococcic 
infections is greater today than at any time since the 
epoch making work of such men as Finger, Neisser 
and Bumm focused medical attention on this disease 
as it never had been centered before. They started 
the march of progress along scientific lines that soon 
were abandoned to a great degree when physicians began 
to search for drugs to kill gonococci. This long quest 
for bactericides that would penetrate tissue and kill 
gonococci had a definite tendency to narrow the field 
of vision until one thought almost solely in terms of 
gonococci and chemicals with which to kill them. But 
most of this is changed now and physicians are thinking 
largely in terms of patients and gonococci, with bac- 
tericidal dreams far in the background. Assuredly it 
is in this direction that progress lies. 

With such a salutary change in view, it is of extreme 
importance that a careful analysis be made of those 
features of gonococcic infections that lend themselves 
to a classification under the general heading of immu- 
nologic aspects; for it is obvious that this disease does 
not differ in its broader features from those other acute 
infectious diseases that are dependent for cure on the 
patient’s ability to develop an immunity to them. Each 
of these diseases has its own peculiarities, but it is ques- 
tionable whether the immunity responses of any of them 
are so varied and so easily put in abeyance as are those 
of gonorrhea. And it is largely because physicians have 
not sensed these factors fully that results in the treat- 
ment of this disease often have been so lacking in 
brilliance. 

The space allowed for the present discussion definitely 
limits the scope of it and urges the use of direct and 
seemingly dogmatic statements. It, however, is to be 
remembered that many of these are based on clinical 
observation, and some of them are urgently in need of 
laboratory proof. They are given because they appar- 
ently are in accord not only with the underlying prin- 
ciples of gonococcic infections but also with scientific 
knowledge of infections in general so far as these may 
be applied to this disease. 

Because of limitation of space, the discussion largely 
will be confined to the urogenital aspects of gonorrhea. 
No effort will be made to cover the highly controversial 
serologic features of this disease aside from venturing 
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the opinion that they largely are overflow phenomena 
and not essentially curative ones. In other words, so 
far as urogenital infection is concerned, I am of the 
opinion that cure is a local response and not dependent 
on the development of humoral antibodies. My reason 
for this belief will develop as the discussion proceeds. 

As the matter of tissue susceptibility is one of the 
most important things in the understanding of this infec- 
tion, it would be well to lay down some brief near-rules 
regarding it. In a consideration of these it constantly 
should be borne in mind that gonorrhea is a disease 
due to tissue penetration by gonococci; no bacterial 
penetration, no gonorrhea. 

1. Squamous covered surfaces are immune to gono- 
coccic penetration. They may be irritated by gonococcic 
pus, but when this purulent irritation ceases they regain 
their former condition. 

2. Columnar surfaces are extremely susceptible, are 
slow with their immunity responses, and are the sur- 
faces wherein chronicity of infection takes place. 

3. Transitional-cell surfaces, so far as susceptibility 
to infection is concerned, must be divided into two 
classes: (a) those firmly attached to the subjacent 
structures and (b) those loosely attached. The former 
are quite susceptible to gonococcic pentration but show 
rather a ready immunity response as compared with 
columnar surfaces. The latter are practically immune 
to gonococcic penetration unless their surfaces are 
changed by trauma or irritation. Even then they 
promptly recover if the precipitating nonbacterial fac- 
tors are removed. 

Thus one is almost solely concerned with columnar- 
cell surfaces and those transitional surfaces that are 
firmly attached to their subjacent structures. The for- 
mer comprise the anterior urethra and all the mucous 
channels and glands emptying into any portion of the 
canal. In the female one must consider not only the 
accessory glandular structures but the uterine cervix 
and the fallopian tubes. Under the transitional-cell sur- 
faces of this class one is concerned with the posterior 
urethra and trigon in the male and only the trigon in 
the female. Before puberty in her the vulvovaginal 
surfaces as well must be included. 

Turning from tissue susceptibility to the question of 
the establishment of immunity response in infected sur- 
faces, one finds a number of things at play. These 
appropriately might be classed for purposes of descrip- 
tion under the headings of physiologic influences and the 
influences of anatomic structure. The former has to 
do with those things influencing immunity response by 
the action of ingested or inhaled substances and by those 
bringing about an increase of local physiologic activity. 
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The anatomic classification has to do largely with 
structural conformation as a deterrent to free drainage. 

Physiologic factors center largely around the action 
of ingested alcohol in checking immunity response (the 
same action occurs as the result of prolonged inhalation 
of alcohol or ether fumes) and the influences of the 
hyperphysiologic states of sexual excitement and men- 
struation, all of which retard immunity effort to the 
point of precipitating chronicity of infection. A like 
influence occurs in some individuals as the result of 
great physical activity. With the exception of the latter 
occasional interfering element, removal of the imme- 
diately foregoing may be considered as essential if cure 
is to ensue. Fortunately the only one that cannot be 
deleted easily from the disease picture is menstruation, 
which bears much the same relation to gonorrhea in 
the female as would a monthly alcoholic debauch of 
several days’ duration in the male. 

In considering the influences of anatomic conforma- 
tion on the development of curative responses, one 
would do well to restrict oneself, for purposes of 
clarity, to the well behaved male, for he is not subjected 
to these so-called physiologic insults. Thus the field 
is narrowed to gonococcic infection as influenced by 
the drainage possibilities of the structure involved. 
Before proceeding, however, it is well to bear the fol- 
lowing things in mind: 

1. Gonorrhea is a purulent infection. 

2. The outpouring of pus is due to the irritation of 
liberated gonococcic endotoxins. 

3. The free mucous membranes retain their toxin sen- 
sitiveness for great periods of time. 

4. When gonotoxin is poured on a free mucous mem- 
brane, there is a purulent response within twelve hours. 

5. This toxin response, in an individual whose free 
mucosa has not been actively discharging pus, usually 
subsides within forty-eight hours. 

6. Repeated toxin responses of this sort engender 
prolonged purulent discharges from even freely draining 
membranes. 

It thus will be seen that, after the acute stage of the 
disease, the behavior of the free, broad expanses of 
mucous membrane is largely a mirror of the feeding foci 
in more poorly draining areas, structures wherein pus 
remains sufficiently long for bacterial lysis and toxin 
liberation. This brings me to the possibility of laying 
down some rather fixed rules regarding the influences 
of drainage on the possibilities of cure: 

1. Good drainage makes for good curative response. 

2. Intermittent drainage makes for chronicity of 
infection. 

3. No drainage makes for sterilization of the non- 
draining structures or, possibly, for abscess formation. 

The last may be stated otherwise as follows: If 
abscess formation does not take place, as usually occurs 
in compound racemose glands (Cowper’s and Bartho- 
lin’s), a mucous membrane constantly in contact with 
the same gonorrheal pus for any great period of time 
undergoes a lytic gonococcic sterilization of both its 
contents and its wall (epididymides, urethral follicles, 
seminal vesicles and, in the female, the fallopian tubes). 

Just what are the true, underlying biochemical proc- 
esses that have to do with the destruction of deep tissue 
gonococci no one knows. ‘That phagocytosis is not the 
important factor is shown by the fact that it is almost 
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missing in the deeper mucosal reaches, being confined 
almost entirely to the interepithelial spaces and the free 
mucosal surface. That there may be two or more 
methods is suggested by the fact that tissue sterilization 
is favored by two seemingly opposite factors, good 
drainage and no drainage. To go more deeply into 
these phases of the question, in the present state of 
knowledge, is to lose oneself in a sea of dreams and 
conjecture. It is here that research finds its greatest 
challenge and promises, perhaps, its greatest reward. 

Regarding the immunity against gonorrhea, its fixity 
and its duration, I have gathered throughout the years 
sufficient data to warrant me in making some rather 
valuable near-rules that help greatly in understanding 
many of the seeming vagaries of clinical experiences : 

1. There apparently is no fixed immunity to this dis- 
ease exhibited by the susceptible portions of the uro- 
genital tract. 

2. In the presence of the disease a transient immunity 
is developed against the particular type of gonococci 
involved. 

3. This immunity lasts for from a few months to a 
year or more. 

4. It is not active against gonococci from any other 
source. In fact, the patient may be infected by these 
even though he has gonorrhea. 

5. If the patient transmits the disease to another, 
her mucous membranes may change the biologic char- 
acteristics of his gonococci so that they may superinfect 
him. 

6. Such a superinfection bears an incubation period 
equal to a new infection. In this it differs greatly from 
a toxin response from his own infection, which always 
appears within twenty-four hours. 

7. Repeated infections by the same type of gonococci, 
as by the repeated transferences between husband and 
wife, eventually induces a carrier stage wherein the 
germs live in symbiosis with the host, producing no 
apparent symptoms. 

8. Gonorrhea acquired from a carrier differs in no 
way from that acquired from one with active evidences 
of infection. : 

9. Despite rather general belief to the contrary, it is 
probable that gonococcic infections, except in carriers, 
do not lie dormant in sexually active, alcohol consuming 
males. In other words, they produce symptoms of their 
presence. They do not sleep for years and suddenly 
awaken, 

10. Virulence of infection is a matter of the soil and 
not the gonococcus. Patients acquiring the disease from 
the same individual show all types of gonorrhea from 
mild to hyperactive. 

COMMENT 

The question that naturally arises is How can these 
facts be interpreted into terms of treatment? Well, 
one makes no mistake by realizing that cure belongs to 
the patient and helping with the cure belongs to the 
physician. And, as the patient’s own acts easily can 
nullify the physician’s best efforts, it is obvious that 
the thing of first importance is to gain the former’s 
strict cooperation, to the end that he does not inject 
into the disease picture those things that check his immu- 
nity responses. 

Having gained this, one would do well to realize that 
one must depend for cure on the tissues infected. Thus 
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one should apply no treatment that could embarrass 
their curative responses. It is abundantly in evidence 
that mild mucosal stimulation not too often applied has 
the power of helping in the process of cure. 

As so much of cure depends on the drainage possi- 
bilities of the infected areas, one would do well to avoid 
all types of trauma that possibly could bring about 
intermittent drainage in the small mucous channels. One 
also might do well to abandon, under present conditions, 
the idea of speed, for immunity development is a vari- 
able thing in different patients. It seldom is possible 
to speed it up greatly, and overzealousness commonly 
eradicates it. To such efforts are to be attributed many 
of the otherwise avoidable complications. 

No mistake would be made in viewing the immunity 
balance of far too delicate a nature to be played with 
by the administration of present gonococcus vaccines 
in large doses. Few things are more easy to demon- 
strate than that infection may be kept up for long 
periods of time in this way. My experiences with vac- 
cines in the treatment of infections due to bacteria 
producing solely endotoxins has been in no sense encour- 
aging. In this disease they apparently overwhelm the 
patient and prevent him from building up the immunity 
that otherwise could be expected of him. 

Finally, one would do well to study more closely the 
clinical course of gonorrhea to the end that a more 
general realization be held of what parts of it are really 
due to the disease and what parts are due to other fac- 
tors. For physicians have grown to include in the 
composite picture of this disease many things that are 
not really in accord with the immunologic factors at 
play. Most of these have to do with influences injected 
by the patient or by some injudicious plan of treatment. 
Not only has the faulty composite picture engendered 
an unwarranted skepticism regarding the value of treat- 
ment but it has fostered a warranted suspicion of many 
clinical reports. Far too often are glowing pronounce- 
ments made of the value of a certain type of treatment 
because in the author’s mind it improved on his com- 
posite picture, when in reality it produced only those 
results that many gentle plans of treatment give. It 
is much more scientific to base the value of a type of 
treatment solely on the improvement it shows in the 
clinical picture of the disease in gently treated, well 
behaved patients. To include the roughly treated, poorly 
behaved patients in the judgment standard is to obtain 
false values, to mislead oneself and others and to retard 
scientific progress. 

1737 Chestnut Street. 


Valgus Feet.—A fairly common factor in the production of 
valgus feet is a contraction of the posterior muscles of the 
calf, generally referred to as “short tendo Achillis.” The con- 
dition is characterized by the inability fully to dorsiflex the 
foot at the ankle-joint. Normal movement allows the foot to 
dorisflex to form an angle of about 75 to 80 degrees with the 
leg and is essential for normal gait. Short tendo Achillis is not 
infrequently seen as a “congenital” condition and is quite distinct 
from spastic paraplegia, in which relaxation can always be 
obtained with trouble. If the degree of contraction is consider- 
able, the child is forced to walk on his toes. However, with 
a lesser degree he is able to get the heels to the ground by 
assuming the valgus position. In adults the contraction is 
usually acquired; and since it is seen far more frequently in 
women than in men it is likely to be associated with wearing 
high heels. When such women wear low-heeled shoes 
for tennis, etc., their feet are forced into valgus—a common cause 
of foot-strain and painful calves.—Wiles, Philip: Flat-Feet, 
Lancet 2:1089 (Nov. 17) 1934. 
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COURSE OF THE DISEASE 
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Gonorrhea is the one common disease of long known 
specific etiology in which there is a general lack of 
uniformity of treatment. This status is partially due 
to the absence of any outstanding and accepted specific 
biologic or chemical therapy. It is apparent that those 
interested in gonococcic infections should compare their 
experiences and revise their standards according to the 
consensus obtained from this type of symposium. My 
series of observations demonstrate again the limitations 
of local treatment directed to the site of infection. 
The clinical observations have been made in correlation 
with repeated stained smears of the urinary shreds, 
which I have found by routine examination to be an 
efficient, practical laboratory procedure. 

Apparently there are many who have not yet learned 
that overtreatment is distinctly worse than no treatment. 
Also, this study emphasizes again that statistical results 
on the value of new methods of treatment may be mis- 
leading if analyzed without due consideration to an 
efficient criterion of cure. Interpretation of the value 
of newer methods would seem more accurate if distinc- 
tion were made between mild and severe types of infec- 
tion, since these two groups are definitely separated 
by marked difference of individual response. The mild 
type, however, may be converted into severe infection 
by misguided treatment or lack of cooperation by the 
patient. Therefore, this analysis is given for the pur- 
pose of emphasizing some general principles rather than 
for the advocation of any specific method of treatment. 

One part of this study embraces a series of 100 con- 
secutive male patients with gonorrhea in all stages of 
the disease. Fifteen patients were not followed, for 
various reasons, for a sufficient period of time to estab- 
lish cure by laboratory and clinical tests and therefore 
were omitted from the statistical summary. This group 
is considered specifically in relation to local treatment, 
but the discussion of the adjuvant treatment measures 
is based on a large number of additional observations 
that were made previously. 

The infection was limited to the anterior urethra in 
sixty-five patients when first seen, while thirty-five had 
infection of the posterior urethra and its adnexa at 
the time of the first examination. Forty-eight patients 
were cured without extension of the infection into the 
posterior urethra. It was found that the average time 
for cure was twenty-seven days, with the shortest period 
four and the longest seventy days. Twenty-three, or 
almost half of the patients who were cured without 
posterior complications, yielded permanent negative 
shreds between the fifteenth and twenty-fifth days 
inclusive. Forty-two of these patients had shreds that 
were consistently negative for gonococci after the origi- 
nal negative was obtained. Six had intermittent posi- 
tive and negative shreds, but there were no two 
negatives in succession before they remained consistently 
negative. An average of ten shred examinations were 
made from one to four day intervals during the course 
of infection. Frequently the smears would yield a few 
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faintly staining diplococci, either intracellular or extra- 
cellular, before shreds consistently negative for gono- 
cocci appeared. This suggests lysis of the gonococcus 
as one phase of the immunity response. It has been 
said that such appearance is likely to follow when cure 
is effected by adjuvant vaccine therapy. However, since 
this group of forty-eight patients were not given any 
specific vaccination, it would seem to indicate that the 
mechanism of cure is similar and is probably aided by 
biochemical reaction in either instance. Bacteriologic 
cure during the anterior infection was confirmed by an 
average follow-up period of seven and one-half months, 
varying from one to eighteen months, during which 
time there was no clinical or laboratory evidence of 
infection. 
PRINCIPLES OF TREATMENT 

The routine treatment consisted of a daily anterior 

“in and out” injection of 1:4,000 dilution of acriflavine 
hydrochloride similar to the technic described by Boyd,’ 
except that two successive applications were made. The 
treatment was given with the patient on a table. The 
urethral content is released slowly, and the cotton is 
applied over the meatus in the upright position. 
Between five and ten drops of the antiseptic will drain 
from the urethra when the cotton is removed at the 
end of the treatment. The use of 2 to 4 ec. with but 
momentary retention makes it unlikely that any antisep- 
tic is forced into the posterior urethra. Twenty-five 
of this group received daily injections only at the office 
during the first two weeks. While a few patients were 
permitted to give self injections on the days that no 
office treatment was administered, others were given 
only office treatment from three to four times a week. 
An English preparation of acriflavine hydrochloride was 
used which seems to produce less irritation and com- 
pares favorably with the use of other preparations of 
acriflavine hydrochloride that were made less irritant 
by incorporation in a gelatin base. It was unusual to 
notice any evidence of irritation from the use of acri- 
flavine hydrochloride in the described dilution without 
forced retention once daily for a period of two to three 
weeks, but after this period its application was made 
in from 1:6,000 to 1: 8,000 dilution alternating with 
one of the mild silver salts. It was noticed that one 
injection daily of acriflavine hydrochloride controlled 
the generalized infection for a period of twenty-four 
to thirty-six hours where the course of disease was pro- 
gressively favorable. Evidence of local activity of infec- 
tion, however, could be noticed after this period. While 
it is possible that equivalent results might have been 
obtained without the use of oral medication, the patients 
in this series were given oil of santal in a dosage of 
5 minims (0.3 cc.), from three to four times a day. 

Provocative tests consisted of an anterior “in and 
out” injection of silver nitrate in 1: 1,600 dilution 
followed by a 1: 800 dilution and occasionally one as 
low as 1:400. When sounds or bulbous bougies were 
used they were inserted only in the anterior urethra 
after smears proved negative. Ina few patients with- 
out clinical symptoms and with the inclusion of gono- 
cocci in the shred as the only evidence of continued 
infection, an “in and out” injection of 1: 1,600 silver 
nitrate was frequently tolerated without exacerbation 
of symptoms and seemed to reduce the period of infec- 
tivity. As a whole, the group that were cured during 
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the anterior stage of infection responded quickly to 
local medication, and the first urine, if hazy or cloudy 
on initial examination, changed within a few days to 
the classification of clear with various degrees of 
shreds. A previous smaller series of patients compared 
favorably when silver iodide was used instead of acri- 
flavine hydrochloride. However, two injections daily 
frequently were required to control the discharge as 
well as with one daily injection of acriflavine hydro- 
chloride. It may be significant that the silver iodide 
is precipitated from a concentrated solution of sodium 
or potassium iodide, and therefore dilutions as used 
contained about 1 per cent of soluble iodide in associa- 
tion with the suspension of silver iodide. <A prostatic 
examination was made in all patients before they were 
discharged from observation. 


RESULTS OF TREATMENT 

The infection in seventeen patients of the first group 
limited to the anterior urethra on initial examination 
reacted unfavorably to the treatment described. Six 
of this group received no local treatment because of 
hyperacute infection, and the remainder gave poor 
response to local treatment, which seems to indicate 
that there is a definite percentage of patients in whom 
local treatment does not produce benefit, and the oral 
administration of such sedatives as oil of santal is only 
of moderate value. This observation seems to indicate 
clearly a varying degree of individual resistance in the 
urethra to the gonococcus which may be purely local, 
or a local manifestation of a generalized antibody 
response. I noted that ten patients who responded to 
cure within the shorter period of time had similar mild 
infections when treated for gonorrhea from three to 
seven years previously. 

Analysis of a total of fifty-two patients with posterior 
gonorrhea, including thirty-five with deep involvement 
before the initial examination, was made in correlation 
with laboratory tests. Here, as in anterior infections, 
shred smears have proved quite reliable in the deter- 
mination of infectivity as well as in the evaluation of 
various therapeutic measures, although there were more 
intermittent negative and positive smears. There was 
a greater variety of medication in this group. 

In almost every instance in which there was a history 
that antiseptics had been applied during the subacute 
stage to the posterior urethra by instrumental instilla- 
tion, such as the Guyon catheter, shreds seemed to 
remain positive longer than by other treatment, such as 
application by anteroposterior injections. At such time 
when clinical symptoms and urinary examination indi- 
cated that posterior applications were advisable, acri- 
flavine hydrochloride from 1: 8,000 to 1: 10,000 was 
used first. Later, acriflavine hydrochloride was used 
alternately with potassium permanganate or mild silver 
protein preparations. 

During the acute posterior infection, with both glasses 
cloudy or hazy, and with or without acute disturbance 
of urination, there is general agreement that prostatic 
manipulation or local medication through the urethra 
is contraindicated. Sedatives in sufficient dosage to 
control pain and tenesmus together with heat and rest 
comprise the principal measures of safety. Oil of 
santal, which is sedative and mildly gonococcidal, was 
used with some benefit in such infections but is not 
ideal. In the subacute posterior infection without acute 
urinary disturbance, and with both glasses cloudy, oral 
administration would seem to have its greatest useful- 
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ness. Also, oral medication may serve as a preliminary 
test of tolerance before application of medication 
through the urethra, or to prostatic massage. 

Some patients with chronic infection will often show 
very few shreds in the voided urine after prostatic mas- 
sage. In this type the prostate is normal in size and 
has a borderline normal consistency. The first urine 
is semiclear with shreds from one to four plus, and 
the second is clear. This seems to indicate that much 
of the infection is in the posterior urethra and its adja- 
cent pockets and ducts. In this group shred smears 
proved almost as efficient as in anterior infections. 
Posterior application of medication preceded prostatic 
massage. The other group with definite areas of indu- 
ration in the prostate often associated with periprostatic 
or perivesicular infiltration seemed to be more safely 
treated by massage and heat preliminary to posterior 
medication. Here, three negative shreds were occa- 
sionally followed by a positive smear or even clinical 
exacerbation. As a rule, in this group more pus and 
purulent shreds could be obtained in expressed secre- 
tion, and more recently I have fished the shreds for 
staining separately from the whole secretion. The 
microscopic results have been more consistent. 

The average period of time until cure after the onset 
of posterior infection, or after the patient came under 
observation, was sixty-one days, with the shortest 
twenty-one days and the longest seven months. The 
highest percentage of patients were cured between the 
sixth and the ninth week after the onset of posterior 
symptoms. The two patients whose duration of infec- 
tivity was seven months had arthritic complications. 
Gonococcus antigen seemed to influence favorably the 
progression to cure of arthritis in each instance. The 
termination of infectivity, however, was preceded by 
three months of complete absence of subjective urinary 
symptoms with prostatitis and a single positive shred 
as the only clinical evidence of active gonococcic infec- 
tion. During this time prostatic massage was given 
alternately with increasing doses of the gonococcus 
antigen to avoid the possibility of activation of arthritis 
from too great stimulation. Similarly, many of the 
other posterior infections showed clinically inactive 
infections from one to three months associated with 
positive shreds. I believe that many patients are dis- 
missed or voluntarily discontinue treatment at such a 
time and proceed to spontaneous cure later. This 
observation is important from epidemiologic control of 
the disease, since the patient is certainly infectious and 
' much more likely to expose others than when symp- 
toms are clinically active. 


ORAL, INTRAVENOUS AND INTRAMUSCULAR 


TREATMENT 

Many drugs by oral administration have been com- 
pared in this study, and in general the results confirm 
oil of santal as more useful than many others. I have 
not been greatly impressed by any of the dyes of the 
selective excretion type as determined by clinical and 
laboratory evaluation. While a small percentage of 
patients received some benefit, routine use did not seem 
justified. Such antiseptics seemed more efficacious in 
the stage of subacute posterior infection. The influence 
of the reaction of urine has been considered in relation 
to the course of infection. Ina small series of patients, 
induced acidification seemed unfavorable during the 
acute infection. On the other hand, preliminary obser- 
vations by Ewert and myself have indicated that in 
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many instances there is more prompt Clearing of the 
urines in subacute and chronic infections when the reac- 
tion is in the high alkaline range (above py 8.2 or 8.4) 
than with many of the so-called urinary antiseptics. 
There is a prompt decrease in the number of shreds as 
well as an apparent favorable change in their charac- 
teristics. We are making a study of the influence of 
such bacteriostatic urines on the period of infectivity, 
since the final evaluation must be determined on this 
basis. At least further observations seem worth while, 
but confined to subacute and chronic infections until 
more is known about the tissue reactions to alkaliniza- 
tion which we hope will replace oil of santal. 

Many intravenous chemicals have been tried and only 
calcium gluconate has proved of outstanding value in 
cases in which its optimum results were obtained during 
the acute stage of such complications as epididymitis. 
Afterward, when there are subacute and chronic infiltra- 
tions, sodium iodide intravenously may be substituted 
to advantage. The reports of intravenous therapy for 
uncomplicated gonorrhea almost universally contain a 
qualifying statement that results by intravenous meth- 
ods are more favorable when combined with local 
medication and treatment of the prostate. 

There is no doubt that good but not consistent results 
have followed the intramuscular injection of foreign 
proteins. Here, autohemotherapy proved as efficient 
as other foreign proteins and had the advantage of pro- 
ducing very little or no local reaction. The results have 
heen more consistently favorable in the systemic com- 
plications, such as gonococcic arthritis and mild iritis, 
than in complications adjacent to the urethra. In some 
instances, however, autohemotherapy seemed to have a 
favorable preparatory influence on the prostate, so that 
afterward there was an increased toleration of the pros- 
tate to massage. 

VARIOUS ANTIGENS 

There is still a general disagreement as to the value 
of vaccines in gonorrhea. There are undoubted favor- 
able results in many instances following the adminis- 
tration of vaccines, but results must be analyzed with 
due consideration to the type of adjuvant treatment as 
well as to a marked individual variation to the spon- 
taneous course of infection. I believe there is a major- 
ity opinion that, whatever antigen is used, initial 
injections should be so small that very little local and 
no general reactions are induced. Increase of dosage 
should be gradual to avoid the production of compli- 
cations or decreased resistance at the local areas of 
infection. Antigens vary largely according to the 
amount of toxic protein as obtained during their prepa- 
ration, and hence differences are more quantitative than 
qualitative. It is not necessary to consider foreign 
preparations until licensed by the Hygienic Laboratory. 

A very potent extract may be obtained by making 
a heavy suspension of gonococci in physiologic solution 
of sodium chloride. A preparation known as ecto- 
antigen has been described by Horder and Ferry and 
has been recommended because it is said to have a low 
toxicity associated with a high antigenic content. 
Pelouze? has reported rather unfavorable results with 
a bacteriophage preparation in cases in which the local 
and general reactions undoubtedly were due to its con- 
tent of toxic gonococcus protein. Several years ago I 
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did a large amount of work on the products of broth 
cultures that were highly toxic, but I did not feel that 
the clinical results were good enough to justify me in 
recommending this preparation for general use. I have 
had very little experience with a similar product known 
as the Corbus-Ferry * filtrate, but the description of the 
laboratory and clinical work seems to indicate that the 
two products are closely allied. My preparation when 
given in doses leading to moderate to large local 
reactions sometimes produced certain deleterious focal 
reactions. These consisted of the precipitation of epi- 
didymitis and occasionally arthritis, with apparent acti- 
vation of the infection in the urethra and its adnexa that 
seemed partially to paralize the anti-infective forces. In 
other individuals there was almost instant and perma- 
nent clinical benefit, but unfortunately some of this class 
persisted in their infectivity as in a carrier state for 
a long period of time. The illustrations and descrip- 
tions of the local reactions by Corbus indicate that his 
recommendation of initial dosage from 0.5 to 0.75 cc. 
in chronic infections might produce deleterious reactions 
similar to those from the broth preparation I have 
described. He also quotes the work of Clark, Ferry 
and Steele * in which titrations demonstrated positive 
skin reactions in dilutions of from 1: 1,000 to 1: 1,500, 
which is approximately the same potency as the prod- 
ucts on which 1° made my investigations after 1926. 
An earlier product that I ° described in 1925 was of less 
potency, which may have been due to the enrichment 
of the broth with a high percentage of ascites fluid. 

More recently another product has been described 
which is made by the induction of artificial lysis of 
young cultures through the agent of bacteriophage, 
although the end product contains little if any bacterio- 
phage. Skin tests indicate that it is distinctly less toxic 
than the filtrates of five to seven day broth cultures that 
I have previously investigated. Recently, Gernon* has 
reported favorable results in a series of 174 adult male 
patients. There were strikingly few untoward reac- 
tions in his series. It may be of some significance that 
more than 90 per cent of Gernon’s patients did not 
receive any local treatment. Gernon in comparative 
tests did not note any advantage of the intracutaneous 
as compared to the subcutaneous route of administra- 
tion of the antigen, which conforms also to my experi- 
ence. It must be remembered that the outstanding 
examples of the most perfect immunizations that have 
withstood the test of time, notably in diphtheria and 
typhoid, have been accomplished by subcutaneous injec- 
tions of the respective antigen, and in both instances 
the mucous membranes are the usual atria of infec- 
tion. Consequently, I believe that conservatism should 
rule at this time in preference statements for the route 
of inoculation until a large number of well controlled 
observations have been made under like conditions. 
Blatt * and his co-workers have reported favorably also 
with the same gonococcus lysate in a small series of 
children with cervicovaginitis. 
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Investigators of biologic therapy tend to limit adju- 
vant treatment so that it is sometimes difficult to tell 
when the benefit of less local treatment ends and vaccirie 
value begins. I believe there are some patients who will 
react unfavorably to any of the gonococcus antigens 
described. A second group respond well to vaccines, 
while a third group with mild infections progress favor- 
ably to prompt cures with conservative treatment in 
the absence of biologic therapy. It is certain that there 
are many correlative observations needed before vac- 
cine therapy can be recommended in all cases without 
certain qualifications. While biologic products seem at 
present to be the most hopeful method for future 
standardization, the results should be analyzed conser- 
vatively with particular consideration to the indications 
and contraindications in the various stages of gonor- 
thea, and controlled by careful follow-up periods to 
define more accurately the termination of infectivity 
rather than the alleviation of clinical symptoms. 


OTHER BACTERIA 

Gonococci in smears of shreds are less likely to be 
associated with other confusing bacteria, and the distinct 
morphology and arrangement in the pus cells are less 
apt to lead to errors because of pseudo-intracellular 
bacteria that result from bacteria being superimposed 
on leukocytes. . Likewise, similar smears from nonspe- 
cific prostatitis frequently reveal the infecting organism 
unmixed with the nonpathogenic flora of urethral 
smears. The association of colon bacilluria in gonor- 
rhea was suggested by the bacilli in shred smears, which 
was confirmed by urine cultures in 10 per cent of this 
series. In several instances more than 90 per cent of 
the haziness in both glasses proved to be due to the 
contained growth of colon bacilli. The smears are pre- 
pared by fishing the largest shred from the first voided 
specimen by means of an ordinary platinum or nichrome 
loop as used in bacteriologic work. A thin smear is 
made of the shred, which dries promptly and is fixed 
and stained by the same routine as urethral smears. 

Staphylococci are the most common of all other bac- 
teria that must be differentiated from typical gonococci 
in smears and may be confusing even with a gram stain, 
since it is well known that gram-negative forms of 
staphylococci are not unusual. Micrococcus catarrhalis 
does not occur in more than 1 per cent of male patients. 

There have been several reports on the dissociation 
of the gonococcus into atypical forms. Recently, 
Raven ® has reported the accomplishment of changes 
in vitro from normal to gram-positive types as well as 
other cultural and microscopic changes with variable 
staining characteristics, and the polyphasic forms varied 
from globoid to gram-negative granular bacilli. It is 
noteworthy that Raven could produce modifications 
through the action of immune serum. This phenome- 
non raises the question whether vaccines or the 
absorption of gonococcus toxin during complications 
may produce dissociation in vivo, and if so whether it 
would be a favorable or unfavorable influence on the 
period of infectivity. I have seen variants develop 
readily on whole human blood agar and have suspected 
but not proved the presence of atypical forms in smears, 
particularly from patients with chronic gonorrhea. Cul- 
tures may be advisable as a supplement to smears in 
the determination of cure in selected instances in which 
there has been clinical evidence of deep involvement of 
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the prostate and seminal vesicles. At any rate, caution 
should be used in making statements of cure when 
latent periods alternate with activity. Therefore, in 
the future other and more complicated factors may be 
introduced into the investigation of gonococcic infection. 


SUMMARY AND CONCLUSIONS 

One application of an antiseptic daily is sufficient to 
control mild infections and is more safe than frequent 
injections. 

Severe infections are not suitable for local applica- 
tion of antiseptics, and borderline severe infections 
should have local treatment discontinued if clinical 
improvement is not prompt. 

Intravenous and intramuscular therapy does not pro- 
duce a dominating influence on the urethral infection, 
and such benefit as follows its use is due to a favorable 
influence on the infected adnexa. 

The more recent gonococcus antigens should be 
applied conservatively until more general agreement 
permits a recognized standardization. 

7 West Madison Street. 


THE TREATMENT OF GONORRHEA IN 
THE FEMALE 


EMILY DUNNING BARRINGER, M.D. 
NEW YORK 


The successful treatment of gonorrhea depends largely 
on a thorough understanding of the underlying patho- 
logic condition and on making a careful diagnosis before 
any type of treatment is instituted. The diagnosis 
should be established by a positive finding of the gono- 
coccus by spread, culture or complement fixation test. 

Gonorrhea in the female can be likened in many ways 
to a typhoid infection. Taken as an acute infection in 
a woman or girl who has previously had normal pelvic 
organs, one may expect a fairly definite clinical course 
in an ascending infection, which passes up above the 
internal os. Thus it will run its course for a period 
of six to seven weeks, reach its clinical peak and then 
begin to subside, so that at the end of twelve to fourteen 
weeks one may look for a cessation of the clinical symp- 
toms and the organs may return to approximately their 
original conditions and be free from the gonococci. This 
is barring complications. But gonorrhea similar to 
typhoid is prone to complications. 

Another factor to be considered is whether the gono- 
coccus is the only offending organism or whether other 
pyogenic organisms are present which give rise to a 
so-called mixed infection. It is this admixture of other 
organisms which is usually found in the complications 
and especially the prolongation of the complications. 
Still another factor to be considered is the resistance 
of the patient, and it is the careful understanding and 
evaluation of all these various considerations that under- 
lie intelligent treatment of gonorrhea in the female. 

Gonorrheal cases clinically fall into three groups, 
acute, subacute and chronic, and the treatment will vary 
with these different stages. 

Thus in the acute stage the main indications are for 
absolute rest, lack of trauma and treatment directed 
toward preventing the spread of the infection. Ill 
advised douching and medication of the cervix in very 
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acute cases may result in just the outcome one is trying 
to prevent. It is debatable whether, in these very acute 
cases, rest in bed, with carefully ordered general medical 
supervision, and only local cleansing of the external 
genitalia do not lead to recovery as satisfactorily with- 
out local treatment. 

However, it is my routine procedure in acute cases in 
which it is obvious that the infection is ascending to 
give the patient, in addition to absolute rest and lack 
of trauma, mild heat in the form of medicated douches 
under low pressure and the administration of a solution 
of mild silver protein by gentle application to the cervix 
and urethra. The greater degree of heat, 130 F. as 
given by the Elliott machine, seems unwise during the 
acute stage because of the softening and relaxation of 
the cervix, thereby opening up one of the natural bar- 
riers to the spread of infection. 

In the subacute stage the complications are usually 
found as possible gonorrheal infection of the rectum; 
thus it is not uncommon to have Bartholin or Skene’s 
glands and ducts involved. These in turn will often 
subside spontaneously in the course of the routine treat- 
ment of the infected urethra, and it is better in my 
judgment not to attempt any local treatment of these 
glands until expectant treatment has failed. It is in this 
stage that greater degrees of heat may help, and this 
may be given by the medicated douche up to 116 to 118 
degrees or with the Elliott machine, whereby the heat 
may be pushed up to 130 degrees. 

With the chronic stage it is important to try to esti- 
mate what organisms are responsible for the continued 
symptoms, Occasionally symptoms continue because of 
a persistent virulent infection by the gonococcus. It 
is much more likely, however, that the gonococcus has 
passed out of the picture and that the symptoms are 
resulting from infection with the streptococcus or acti- 
nomyces. If the chronic symptoms are due to the 
gonococcus, especially perimetritis, continued heat ther- 
apy, as prolonged hot douching, Elliott machine treat- 
ment, or diathermy, will undoubtedly be effective. If 
the streptococcus or actinomyces is the offender, prob- 
ably little will be accomplished. 

It is in this stage that one is confronted with com- 
plications that have not yielded to expectant treatment 
and it becomes necessary to consider radical measures. 

Thus, intractable Skene’s glands should be irrigated 
with an antiseptic solution through a small malleable 
tipped needle made for this purpose. If this is not 
efficacious, the gland should be obliterated by the passage 
of an electric cautery needle down through the duct. 

Periurethral abscess should be treated expectantly by 
careful massage, the abscess being emptied into the 
urethra and the sac filled with an irritant antiseptic 
solution. These should be opened surgically only when 
this expectant method has failed. 

If Bartholin glands do not subside with expectant 
treatment, careful resection should be done, preferably 
by the intravaginal route, as described elsewhere.* 

Persistent lesions of the cervix may call for radical 
treatment. If there are chronic sluggish erosions, it is 
important to know by culture what organisms are 
responsible. If, as is often the case, actinomyces is 


responsible, iodine therapy should be given by mouth 


and locally. 
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Careful coagulation or cauterization by the electric 
needle is often indicated, and in selected cases the coni- 
zation of the cervix is valuable. But it is always prac- 
tical to stress again the importance of selecting these 
cases with greatest care, for an ill advised operation on 
the cervix of a recent gonococcus patient may stir up a 
fulminating salpingitis. 

Operative intervention on tubes and ovaries infected 
by the gonococcus should be done only for urgent or 
definite reasons and should be avoided whenever pos- 
sible. Spreading gonococcic peritonitis is rare but may 
be fulminating in character, especially in young girls, 
in whom it may simulate a ruptured appendix and calls 
for prompt operation. The perimetritic exudate of the 
acute and subacute stages may become completely 
absorbed. The sealed off gonorrheal pyosalpinx soon 
becomes sterile pus and may subside, and the possible 
functional return for these damaged organs is not yet 
fully appreciated. 

Can the curative process be hastened and impending 
complications aborted? Will increase of the antibody 
formation, as administration of vaccine, accomplish this ? 
There is considerable division of opinion in regard to 
the efficacy of vaccine therapy. A number of authors, 
as Bruck, Rohrbock, Schultz, Oppenheim and Verboff, 
find little value in this form of therapy, while Monzer, 
Merkurien and Silber approve its use. Demonchy advo- 
cates enormous doses of stock or autogenous vaccine 
and reports satisfactory results. He states that quite 
a number of cases are cured by a few injections without 
local treatment. However, the stage of the infection 
seems to make a difference, for in twenty-five cases of 
acute gonorrhea in the male treated by the Demonchy 
vaccine, as reported by Wishengrad, the results were 
not impressive, as the number of cases cured were small, 
the time required for cure was longer than the average 
and there was a tendency to stir up an arthritis, which 
is a fairly rare symptom. 

This possible value of massive dosage was brought 
to the attention of Dr. William H. Park by reports of 


TasLe 1.—Distribution of Cases with Reference to Treatment 


Acute Subacute Chronic 
Vaccine 3 billion upward.............. 2 14 14 
Vaccine 3 billion maximum........... 0 2 3 


work by Richards, who claimed exceptional results from 
very large doses of vaccine. Dr. Park suggested that 
I undertake a study of cases in which large doses of 
vaccine were given, in contrast with another group of 
cases on routine treatment to act as a check. After 
the work was well under way Dr. Park made the sug- 
gestion that I put some of my cases on small doses 
(maximum 3 billion) to see whether the larger doses 
were more efficacious than the small doses. Unfortu- 
nately, owing to various exigencies, I could not have 
an equal number of cases in each group. I took the 
cases in sequence and no effort was made to pick cases 
for either type of treatment. 

In this way I had on vaccine therapy thirty cases 
(3 billion upward) and five cases on small doses (3 bil- 
lion maximum), and on routine treatment thirty cases. 

The cases were further rated as acute, subacute and 
chronic. 

All the cases were hospitalized in the gonorrheal 
wards of the Kingston Avenue Hospital, and weekly 


our. A. M. A. 
Dec. 15, 1934 
routine spreads, cultures and complement fixation tests 
were made in correlation with the clinical observations. 


TECHNIC OF GIVING VACCINE 

The vaccine was given intramuscularly in the deltoid 
region of the arm. The number of doses given varied 
from five to twenty-one, with an average number of 
approximately fifteen. The initial dose was in most 
cases 3 billion organisms, and each consecutive dose 
was increased by half the preceding one, if reactions 
on the part of the patient were not unduly severe. The 
maximum dose given to any patient was 56 billion 
organisms. Most patients did not receive higher than 
40 billion organisms, as they reacted severely before 
that point was reached. When reactions were very 
severe the dosage was reduced and again increased care- 


TABLE 2.—Average Time in the Hospital 


Acute 13 weeks (2 cases, 8 and 18 weeks) 
Vaccine 3 billion upward....{Subacute 14 weeks 
hronie 14 weeks 


Acute 
Vaccine 3 billion 15 weeks 
Chron 16 weeks 
Acute 18 weeks (2 cases, 15 and 22 weeks) 
Chronie 17 weeks 


fully, or in some cases the vaccine was continued at 
that particular dose. The interval between each dose 
was seven days. 

Reactions, local and general, occurred in nearly all 
cases, the severity of which was in general in proportion 
to the dose, but they varied considerably in discomfort 
after an 8 billion dose, while others did not complain 
after 20 billion. As a rule reactions were not severe 
until the 8 billion mark was passed. General reactions 
consisted of nausea, vomiting, chills, headache, malaise, 
elevation of temperature to from 99 to 103 F., and 
rapid pulse. A few patients complained of pain in the 
pelvic region. The patient returned to normal as a rule 
in from twenty-four to forty-eight hours. 

Local reactions caused much discomfort and again, 
allowing for the individual susceptibility of the patient, 
were in proportion to the dose. They consisted of an 
area round the site of injection of marked swelling, red- 
ness and induration, acutely tender and painful; in other 
words, a local cellulitis. In some cases, after the larger 
doses, this area was from 4 to 6 inches in diameter and 
did not as a rule subside for four or five days. 

The gonococcus vaccine was prepared by the New 
York City Bureau of Laboratories as follows: 

The vaccine is prepared of seven of the Torrey strains 
(5, 8, 15, 32, 34, 41, 42), which represent the known serologic 
types of gonococci. The stock cultures are kept at body tem- 
perature in duplicate sets and are transplanted at regular 
intervals. 

Before the vaccine is prepared, the cultures are plated and 
examined for purity and for characteristic growth. Special 
attention is paid to the smoothness of the growth. If there is 
any tendency to roughness, the cultures are transplanted several 
times at short intervals, which usually results in a smooth 
growth. 

The cultures are then grown on the surface of North 
medium in quart Blake bottles for from thirty-six to thirty- 
eight hours and the growth is washed off with sterile physi- 
ologic solution of sodium chloride. The growth of each bottle 
is examined by smear for purity and then collected by means 
of sterile pipets into a sterile bottle. A small amount of the 
vaccine is removed for standardization and the vaccine is 
heated in a water bath at 55 C. for one hour, in order to kill 
the bacteria. After heating, the vaccine is tested for sterility 
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as follows: A representative amount of the vaccine is inocu- 
lated into dextrose broth and on North medium. If any of the 
organisms survived the heating they will grow on this medium. 

After testing for sterility, 0.5 per cent phenol is added to 
the vaccine as a preservative. The number of organisms in 
a cubic centimeter of the vaccine is determined by Wright's 
method. Each lot of vaccine is given a preparation number 
and the vaccine is labeled with the date of preparation, the 
concentration of bacteria per cubic centimeter and the prep- 
aration number, and the vaccine is placed in the icebox at 
from 4 to8 C. This constitutes the concentrated stock vaccine. 

The tests for sterility are incubated at body temperature 
for seven days and if at the end of that time there is no growth 
the vaccine is considered safe to use. From the stock vaccine 
further dilutions are made, as required, in sterile physiologic 
solution of sodium chloride containing 0.25 per cent phenol, 
and the diluted vaccine is bottled into small vials. After 
bottling, the finished product is again tested for sterility in the 
manner described before, and it is only after the final test 
shows that the vaccine is sterile that it is ready for distribu- 
tion. Each vial is labeled with the kind of vaccine, the con- 
centration of cocci per cubic centimeter, the preparation 
number, the lot number of the bottling, the date of preparation, 
and the date of expiration. The period of potency is eighteen 
months if the vaccine is kept in the icebox. 

In preparing the vaccine every effort is made to use anti- 
genic cultures, to keep the vaccine uncontaminated, and to 
insure safety in using it by carefully testing it for sterility. 


COMPARISON OF THE ACUTE CASES 

The number of acute cases is much too small to draw 
conclusions from. However, the stay of the two acute 
cases on vaccine therapy in the hocpital was actually 
shorter than the routine cases, vaccine cases averaging 
thirteen weeks and the routine cases eighteen weeks. To 
offset this the two routine cases were probably more 
serious in type. While all four cases were “mixed” 
infection, one routine case presented actinomyces as 
well. 


IMPROVEMENT IN CASES UNDER VACCINE THERAPY 
AS CONTRASTED WITH THOSE UNDER 
ROUTINE TREATMENT 

Possibly the most noteworthy result observed was the 
rapid drying up of cervical discharge in the acute and 
subacute cases primarily due to the gonococcus. This 
was noted in fourteen cases (two acute, ten subacute 
and two chronic). ‘This was noted to a lesser degree 
also in the urethral discharges. 

The erosions of the acute and subacute stages, which 
were due primarily to the gonococcus, responded well. 
In the chronic stage with erosions due to “mixed” infec- 
tion the vaccine did not give good results. 

The improvement and rapid disappearance of old 
chronic pyosalpinges reported by some was not gener- 
ally verified in this series, though in one case there 
was a dramatic disappearance of a pyosalpinx. But 
even in this case the outcome was not different from 
that often noted in the subsidence of pyosalpinges under 
routine treatment. 

Table 3 shows the percentage loss of mobility of the 
uterus at the beginning and the end of treatment. 


GROUP ON SMALL DOSES 

The group of five cases on small doses of vaccine 
(up to 3 billions) has responded extremely well to vac- 
cine therapy. However, there were one subacute and 
four chronic cases. 

In the subacute case there was a severe clinical course 
but the patient made an excellent recovery. None of 
these patients had erosions or a very profuse discharge 
and hence the treatment was not put to a severe test. 
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One patient had a Bartholin abscess, which in spite 
of the vaccine had to be incised. 
The perimetritic improvement in this series was good. 


INFECTION OF URETHRA AND SKENE’S GLANDS 


There was nothing especially striking in the results of 
vaccine therapy in infections of the urethra and Skene’s 
glands. 

In chronic cases in which there was a persistent ure- 
thritis or skenitis, the vaccine had little or no effect, 
undoubtedly because the continued infection was due 


TABLE 3.—Comparison of the Improvement of Perimetritis as 
Evidenced by the Percentage Loss of Mobility 
of the Uterus 


Vaccine Treatment Routine 
Beginning End Beginning End 
Acute cases 100% 5 100% 50% 
25% 25% 2 cases 75% 50% 2 cases 
Subacute 75% 0 25% 25% 
75% 25% 25% 0 
50% 25% 25% 25% 
25% 25% 50% 25% 
25% 25% 25% 25% 
15% 5O% 0 
25% 25% 0 25% 
75% 0 25% 0 
0 25% 25% 0 
W% 0 
50% 25% 
100% 25% 
0% 25% 
25% 0 14 cases 9 cases 
Chronic 100% W% 25% 
0 25% Pregnancy not estimated 
100% HO% 25% 25% 
25% 25% 100% 50% 
25% 25% Fibroid not estimated 
25% 25% 25% 50% 
75% W% 0 0 
25% 25% HO% 25% 
25% 25% W% 
0 25% 0 25% 
25% 25% 75% 
25% 25% 25% 
75% 75% 0 25% 
100% 50% 25% 50% 
W% 25% 
00% 
25% 25% 
75% W% 
14 cases 25% 25% 19 cases 
30 Cases 30 cases 
Vaccine Small Doses 
A 
Beginning End 
No acute cases 
Subacute........... W% 25% 1 case 
25% 
50% 0 
75% 50% 
50% 25% 4 cases 


0 loss of mobility = normal mobility of uterus; 100% loss of mobi. 
ity = “frozen pelvis’’—complete loss of mobility; 25%, 30%, 75% 
4, %, % loss of normal mobility of uterus. 


to an organism other than the gonococcus. The more 
persistent chronic foci had to be treated by other routine 
procedures. 

It is questionable whether the extremely high dosage 
is justifiable ; for instance, one patient who had a dosage 
up to 48 billion and had a marked reaction seemed to 
have no signs of improvement. On the other hand, 
in the case of the pyosalpinx that dramatically disap- 
peared a dosage up to 50 billion had been administered. 

The behavior of the complement fixation test is a 
matter that must receive consideration, for these patients 
subjected to vaccine therapy show a high complement. 
Dr. McNeil studied especially interesting cases and fol- 
lowed the readings up to 40 plus and 50 plus. Probably 


these high complement readings persist longer than in 
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the cases not treated by vaccine and it therefore becomeshave a hard time. The infection will drag out over a long 


necessary to discharge these cases with a fairly high 
complement reading. Dr. McNeil states that the com- 
plement subsides satisfactorily in these cases and in the 
cured cases returns to normal in from sixty to eighty 
days. More work is needed in this follow-up serologic 
survey. 

CONCLUSIONS 

1. Vaccine therapy is not a specific for the cure of 
gonorrhea. It is, however, probably a very valuable 
form of treatment in the acute and subacute stages of 
the disease. This is probably true also in chronic cases 
in which the main offending organism is the gonococcus. 
It is probably not of value in cases due to “‘mixed” 
infection. 

2. In the acute and subacute stages, vaccine therapy 
will probably shorten the period of hospitalization. 
However, the great drawback of severe reaction from 
this treatment, especially with large doses, is to be 
considered. 

3. It is questionable whether very large doses are 
justifiable, because of these reactions. 

4. Probably vaccine therapy in smaller doses com- 
bined with indicated routine treatment would be a more 
desirable type of treatment. 

5. Vaccine therapy is of sufficient importance to war- 
rant further careful study into dosage, complement fixa- 
tion reaction, and tests for proof of cure. 


ABSTRACT OF DISCUSSION 
ON PAPERS OF DRS. PELOUZE, HERROLD AND BARRINGER 


Dr. Henry W. E. WattHer, New Orleans: Advances in 
the therapy of gonorrhea have not been made proportionate to 
the progress noted in handling surgical lesions of urogenital 
origin. A frank interchange of opinion by those with extensive 
clinical experience will clear up many hazy conceptions now 
current. The newer vaccines, the filtrates and the bacterio- 
phages open an interesting field in the treatment of gonorrheal 
infection and one worthy of serious consideration. I cannot 
feel that the indifference and the lack of cooperation on the 
part of many individuals fully explain the failures in handling 
the most intelligent patients; yet they go through a siege of 
complications sufficient to discourage the best of clinicians. I 
feel downhearted when a married man comes into my office, 
for I know, before starting treatment, that he is going to have 
a long, hard time of it. Among patients from the very best 
families, complication after complication comes along; yet let 
the newsboy or the iceman be treated and the condition 
promptly clears up in two or three weeks. The treatment is 
the same all the way through but the results are not uniform. 
The matter of actinomycosis brought out by Dr. Barringer is 
of great interest. In my clinic I have found that practically 
100 per cent of all females coming in for gonorrhea have 
gonorrhea. The time has not yet arrived when the high fre- 
quency current can be dispensed with in the treatment of 
localized and accessible gonorrheal pockets of infections. The 
skenoscope will expose Skene’s glands so they can be destroyed 
with the high frequency needle. The Hyams technic of a 
cautery loop for coning the cervix in gonorrheal cervicitis is 
a method superior to any other so far advocated. 

Dr. Hersert T. Hays, Houston, Texas: Dr. Pelouze, 
Dr. Herrold and Dr. Barringer make no mention of the treat- 
ment of rectal gonorrhea. Any one treating a great deal of 
urogenital gonorrhea is certain to see rectal gonorrhea occa- 
sionally in the male and frequently in the female. In my own 
series I would estimate the occurrence of rectal infection fol- 
lowing urogenital gonorrhea in the female to be from 35 to 
50 per cent. Patients with a normal rectum contracting the 
infection frequently immunize themselves and get well without 
any treatment. I think this is why it is often overlooked. If 
there is much rectal disorder, such as fistulas, hemorrhoids, 
infected crypts, fissures, prolapse and stricture, they usually 


period. Dr. Pelouze mentions that good drainage makes for 
good curative response. This is true of gonorrhea of the 
rectum, and I think it is because of the pocketing and retention 
of pus in the various pathologic structures that are present, 
which creates the chronicity of the disease in this region. The 
local treatment of this condition is the same general routine as 
followed in urogenital gonorrhea; that is, the usual instruc- 
tions in the care of the general health and instillations into 
the rectum of some of the very mildest antiseptics. I use 
mild silver protein (5 per cent Argyrol, 3 per cent Solargen- 
tum) or some of the other very mild silver salts. I inject 
these solutions into the rectum with a_ blunt-tipped syringe 
by placing the tip of the syringe against the anus and forcing 
the fluid in by pressure on the bulb. Insertion of instruments 
into the acutely inflamed rectum is liable to cause trouble the 
same as it would if a catheter or sound should be put into an 
acutely inflamed urethra. In the very persistent type of infec- 
tions in which hemorrhoids, fistula and cryptitis are the fac- 
tors causing the chronicity, it is best to operate on these 
complications and eradicate them when possible, and the patient 
will then usually get well. Stricture of the rectum, however, 
is an exception. With urethral strictures the infection usually 
clears up, but not so in strictures of the rectum. These often 
drag on for years. 

Dr. Roy W. Moucer, Philadelphia: Acute’ gonorrhea in the 
female is a self-limited disease and needs no special treatment. 
The discomfort of the infection may be allayed by a simple 
sedative. The vagina may be cleansed by simple low pressure 
douches. All antiseptics except in very low dilution should 
be avoided, because they lower the inherent resistance of the 
epithelium against the infection. Topical applications to the 
cervix and physical influences, such as coitus, swimming, bath- 
ing or diving, which increase intravaginal pressure, should be 
avoided, since these factors definitely influence the extension 
of the infection. I have not been able to note any association 
between pelvic inflammatory disease and menstruation, except 
as it has been associated with the foregoing physical influences. 
The acute stage of generalized infection subsides in from two 
to six weeks and localizes in Skene’s tubules, the urethral 
glands, the cervix and, less frequently, in Bartholin’s glands. 
Dr. Pelouze has pointed out in his studies the importance of 
good drainage in the eradication of gonorrhea, and these are 
the local points where free drainage is often not possible. To 
eradicate these poorly draining focal areas of infection, the 
urethra is anesthetized by the application of 10 per cent cocaine 
solution. The urethral glands and Skene’s tubules are isolated 
by probe and are electrocoagulated. This may be repeated at 
intervals of three weeks until all the tubules have been destroyed 
and resolution is completed. The persistent infection of the 
cervix is eradicated by destruction of the infected mucosa in 
the lower two thirds of the cervical canal. This may be 
accomplished by a number of methods; the method most easily 
adapted as an office procedure is electrocoagulation. The cer- 
vical mucosa must be sufficiently treated so that the racemose 
glands and the columnar epithelium of the canal will be 
replaced by squamous epithelium. If the coagulation is too 
extensive, the cervical musculature will be destroyed and 
stenosis of the type that has interested Curtis will occur. 
After resolution of the urethra and cervix is complete, the 
secretion from these areas is examined for pus cells. If pus 
cells are absent, one can be sure that gonococci are absent and 
that cure is complete. 

Dr. Aucustus Harris, Brooklyn: Dr. Pelouze has stressed 
the importance of the local tissue defense mechanism and the 
prime significance of maintaining this immunity response at all 
times by gentle treatment. The fullest cooperation of the 
patient in the care of himself is imperative. Until more is 
known of a specific biochemical nature, rapid cures cannot be 
expected. Much, however, can be accomplished by meticulously 
careful and gentle handling of the patient. Strenuous or inten- 
sive efforts to effect a rapid cure are likely to result in a pro- 
tracted and complicated course. I have obtained the best 
results with the use of silver potassium cyanide-potassium 
oleate (under the trade name of Silvogon) and also with dilute 
solutions of acriflavine base. One cannot emphasize too strongly 
the individualizing of every patient and changing and altering 
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DISCUSSION 
treatment in a given case as indicated. Another phase of the 
problem involves a serious responsibility on the part of urol- 
ogists. I refer to the urgent need of the proper clinical train- 
ing of those practitioners who treat gonorrhea without adequate 
experience. Until something tangible is done to provide train- 
ing for inexperienced practitioners who treat these cases, or 
until physicians generally are coerced into referring them to 
the urologist or to urologic clinics, a wide and uncovered 
group of uncured patients will prevail. I congratulate Dr. Her- 
rold on his results in mentioning forty-eight out of a hundred 
cured patients with anterior urethritis without a posterior 
involvement. I should like to ask him how he proved the 
absence of posterior involvement in these cases. The average 
time for cure he states in this group was twenty-seven days. 
He also reports six to nine weeks cures in most of the pos- 
terior urethritis cases. These results are definitely superior 
to any that I have been able to obtain in a given series. 
Dr. Herrold states that he has found negative shreds for gono- 
cocci over a period of fifteen to twenty-five days after begin- 
ning treatment in half of the anterior urethritis cases. I 
should like to ask Dr. Herrold how much confidence he places 
in the silver provocative test; also what constitutes a clean 
bill of health for the patient? Antigens, foreign proteins and 
mixed vaccines have been of definite service to me as an aid 
in the treatment of the complications of epididymitis, prostatitis 
and rheumatism. In the not distant future a paper will appear 
on the subject of uroscopy, and a reprint will be sent to all 
members of the American Urological Association. I hope with 
the cooperation of urologists that the ideal may ultimately be 
approximated of having all practitioners adopt uroscopy, or 
the gross examination of the urine, as a routine measure and 
learn to follow the progress under treatment not only of cases 
of gonorrhea but also of any infections of the urogenital tract. 

Dr. A. L. Worparst, New York: Several points in 
Dr. Herrold’s paper impressed me. His conclusion that the 
application of an antiseptic once daily is sufficient and often 
safer than more frequent applications impressed me _ particu- 
larly. I have been advocating this principle for thirty years, 


but this is the first time I have seen it corroborated by others. 
Not only is it better and safer to give one injection a day, 
but the solution used must be as mild as possible, not as strong 


as the patient can bear. I use mild silver protein in 3 per 
cent strength, gradually increased to 5 per cent, and only once 
a day, rarely twice. I have had the most satisfactory results 
in thousands of cases treated that way, with almost no com- 
plications of any kind. Everything put into the urethra is a 
foreign body; the inflamed urethra is red, hot and tender, and 
yet physicians have been putting chemicals in it that only add 
to the irritation; and in that I include acriflavine. I don't 
understand why the risk of producing a silent stricture is 
taken when silver preparations are available that are equally 
effective, probably more so, without the element of danger. 
Dr. Herrold has brought out an interesting point in connec- 
tion with his use of acriflavine. He said he used “an English 
preparation,” presumably made by Boots, which is said to be 
less damaging than the American preparations. Also in his 
paper he said he alternated his acriflavine with “a mild silver 
preparation.” Which one did he use? There are some twenty- 
five or thirty, all different and with different therapeutic values. 
Why not mention the name? I am standing under the roof of 
the American Medical Association and it is considered rank 
heresy to come here and talk about these proprietary silver 
preparations which we all use, but hesitate to mention by name. 
We should know just what we are talking about. If you write 
an article and in it you say you used Argyrol or Silvol or 
some similar product, some one in the editorial office will sub- 
stitute for the specific name a generic term which does not 
mean anything to the reader. It is fair neither to the reader 
nor to the author. We are afraid to talk frankly about these 
things because of their ethical aspects, yet we talk freely of 
mercurochrome and acriflavine. Why the distinction? We 
should get together some day and agree to the common sense 
view that it is perfectly proper and ethical to mention by name 
any product that we use or don't use. Then we may get 
somewhere in our treatment of gonorrhea. Dr. Walther has 
referred to members of the best families having gonorrhea and 
developing complications because of the domestic affairs of 
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the individual. I beg to differ with my friend. I think those 
cases go bad because the doctor becomes nervous and worried 
over the fact that he is treating a member of a best family; 
he tries to do too much, he tries to cure the case too quickly 
and there is where the damage occurs. He gets nervous and 
loses control of the case. It’s like a man getting an attack of 
nerves while driving an automobile or an airplane. Compli- 
cations result. It must be remembered that the less local 
treatment is given these patients and the milder the products 
used, the better they will respond and the fewer complications 
will result. But one must not go out for a time record in 
curing gonorrhea. This eagerness to cut down the time is 
dangerous. It isn’t done in typhoid, in pneumonia or in other 
infections. The same must be done in gonorrhea. Nature 
must not be obstructed through overzealous treatment. That 
is the key to the cure of gonorrhea and the prevention of 
complications. 

Dr. A. G. FLerscHMAN, Des Moines, Iowa: I was rather 
surprised that Dr. Barringer omitted the important part played 
by the various physical agents now available. I refer particu- 
larly to surgical diathermy. Years ago I became interested in 
this physical agent because of the many failures I had in the 
treatment of gonorrhea in the female with other methods. I 
carried out quite an extensive clinical investigation. A few 
years ago I recorded a hundred cases of specific gonorrheal 
endocervicitis that were treated by surgical diathermy. Out of 
these hundred cases I had the privilege of watching quite care- 
fully 70 per cent, and in these cases I was able to obtain 
clinical and bacteriologic cures. I want to call attention to a 
method of electrocoagulation that is not original with me. Il 
refer to the biterminal method of producing electrocoagulation 
by the procedure that was devised by Dr. Endy of New York. 
Dr. Endy found that in most cases in which he carried out 
electrocoagulation of the cervix, in which a large dispersing 
electrode is used on the abdomen and a small active electrode 
in the cervix, he had difficulty in determining the proper depth 
of the coagulation and also that, frequently at the time of the 
separation of the slough, many bad secondary hemorrhages 
occurred. Dr. Endy conceived of an electrode that utilized 
what is known as two electrodes embodied in one instrument, 
the two of the same dimension, and by this method he deter- 
mined that he could know with a certain setting of the current 
and with a certain duration of applications that he could pre- 
determine the depth of coagulation before the actual procedure 
was carried out. By this method it is possible to coagulate 
to a depth of from 2 to 4 mm. and to eliminate the tendency 
toward secondary hemorrhages. I want to reiterate that elec- 
trocoagulation, particularly in the subacute and chronic cases 
of specific endocervicitis, is an excellent method of treatment. 

Dr. P. S. Petouze, Philadelphia: I endorse what Dr. Harris 
said about the need of better training for those who treat gonor- 
rhea. In a recent suryey of 283 consecutive office cases of 
gonorrhea, this need was brought out strongly. Of 100 patients 
presenting themselves for treatment before the fifth day of the 
disease, fourteen had a posterior urethral infection when first 
seen. A number of these followed intravesical irrigation by 
other physicians. The average duration of cases in which pos- 
terior infection did not take place was 5.6 weeks. During the 
same period, 183 patients presented themselves after the fifth 
day of the disease. All but twelve had a posterior infection 
when first seen and only two eventually escaped it. In their 
histories, seventy-eight of these patients had eighty-nine com- 
plications other than posterior involvement. Almost all of these 
patients had been under a physician’s care and many of the 
complications were due to the type of treatment given. The 
average time required for cure was sixteen weeks. It is thus 
obvious that, if posterior involvement is to be prevented, gentle 
local treatment must be started before the sixth day of the 
disease. It is equally apparent that there is great need that the 
public be apprised of this fact. 

Dr. Russe_t D. Herron, Chicago: In regard to the remark 
of Dr. Hayes, rectal gonorrhea does not apply particularly to 
my paper but I agree with him that it is undoubtedly com- 
mon in females. In answering Dr. Harris, I would define my 
period of cure as rather the period of infectivity of the gono- 
coccus in distinction to postgonorrheal conditions. It is more 
of a statistical report of the actual time after which I was not 
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able to find the gonococcus. In posterior infections, the six 
to nine weeks cure was determined from the pcriod that they 
became posterior, or from the period that the patients came to 
me, which in the latter instance was from four to six weeks 
after the onset. The cure would therefore be between three 
and four months from the time of the initial infection. In 
regard to the seemingly good results in the anterior infections, 
I should like to stress here what I was not able to stress in 
the paper, that six to one of the group of patients who had 
previously had gonorrhea were cured in the anterior stage, 
while only slightly more than half of the patients with first 
infections were cured without posterior complications. I have 
found that the shred examinations are quite reliable as a means 
of determining when the gonococcus has disappeared, but those 
patients are kept under observation and treated for their post- 
gonorrheal conditions for a much longer period. With regard 
to Dr. Wolbarst’s questions, I stated that acriflavine was not 
considered to be the only drug that would produce good results. 
Acriflavine was not mentioned by trade name because this study 
was based on clinical experience. I have had similar experience 
with other preparations of acriflavine when the toxicity was 
decreased by incorporation in gelatin, but the aqueous solution 
is more practical for general use and, until such time as labora- 
tory tests prove exactly the difference in toxicity, I do not feel 
like condemning one product or eulogizing another. I want to 
say one thing about vaccine therapy. I should like to stress 
that cases should be divided into mild and severe infections, and 
that mild infections be considered as applicable for local treat- 
ment, and that in my experience mild infections proved to be 
cured in a shorter period than any vaccine series that I know of. 
Therefore I believe that local treatment should be considered 
first for mild infections. The group of severe infections can 
be subdivided into two groups: one that will respond favorably 
to vaccines and one that will respond unfavorably. The latter 
group may be investigated for improved biologic therapy, after 
which its use would seem more justified in the mild anterior 
infections. The host is one thing; an antigen is another. There 
is more variation in the host than there is in any antigens that 
have been described. Therefore the future work should deal 
with other factors more than the antigen itself, particularly the 
size of the dosage, the interval between injections, and the route 
of injection. 

Dr. EmMiry DUNNING BarriINcer, New York: The cases of 
rectal infection that I recorded were observed in a large venereal 
service at Kingston Avenue Hospital, where there are upward 
of 100 beds devoted to gonorrhea or syphilis. I was much 
impressed with the fact that rectal gonorrhea as such was rather 
rare in the service. I cannot give a reason. At one time an 
investigation was made, cultures being taken in suggestive cases, 
but it was felt that unless there was a definite indication calling 
ior that special examination it would not be done as a routine, 
and it has not been done as a routine since the time the survey 
was made. In regard to the routine treatment, evidently I did 
not make myself clear. I left that whole section out in read- 
ing. In the paper, the details of the routine treatment are given, 
covering the treatment for the acute stage, the subacute and the 
chronic. In the acute stage, first of all, as nearly absolute rest 
in bed as can be given is stressed, with lack of trauma and a 
minimum of treatment. In the very acute cases of vulvitis only 
irrigation over the vulva is advised and later if the invasion is 
passing up toward the cervix very low pressure douches of mild, 
nonirritating antiseptic washes are given. An effort is made 
to give as little treatment as possible in the acute stage, in the 
hope that it will not become an infection of the upper tract. In 
the subacute, with the various complications, a variety of treat- 
ment is given according to the indication. Each case is indi- 
vidualized as much as possible. However, in the unexceptional 
case a certain standard routine treatment is employed. In the 
chronic group, all the surgical complications have to be con- 
sidered. There are so many very important surgical indications 
in the subacute and chronic stages that time would not permit 
my going into them. I wish to make it clear that I sacrificed 
routine treatment in order to discuss the vaccine therapy. The 
results have been excellent with electric cauterization and 
coagulation, and with the Elliott treatment in selected cases. I 
wish to state again that the supreme thing is first of all the 
diagnosis and then the individualization of treatment. 
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In discussing a paper on lymphogranuloma inguinale 
presented by DeWolf and Van Cleve! before the Sec- 
tion on Dermatology and Syphilology at the meeting 
of the American Medical Association in 1932, Weidman 
called attention to the fact that practically nothing 
was known of the nature of the antigen. In addition 
to this, nothing is known of the exact nature of the 
reaction itself. Because of its similarity to the tuberculin 
test and the trichophyton test the assumption is made 
that it is due to a reaction between the specific antigen 
obtained from infected tissues or pus from the abscesses, 
and antibodies. 

We report the results of a short series of experiments 
that may shed some light on the nature of the Frei 
reaction. These experiments are few because of the 
small amount of material and therefore it is hoped 
that they will be confirmed by future work. The cases 
used in these experiments included case 1 (E. R.), a 
clinically typical case, strongly positive to a known 
Frei antigen, which furnished some of the experimental 
antigen used; case 2 (H. B.), an atypical case in which 
a large abscess and little periadenitis were present ; case 
3 (L. M.), a typical case presenting, in addition, a 


large abscess; case 4 (V. N.), a rectal case in which VV: 
there were fistulas exuding pus; case 5 (A. B.), a 19: 


rectal case in which there were no fistulas but a typical 
stricture; case 6 (J. L.), a clinically typical case, and 
case 7 (A. A.), a severe case in which there was one 
particularly large abscess from which further experi- 
mental antigen was obtained. 


EXPERIMENTAL PROCEDURE 

In case 1 the Frei test produced a central pustule 
from which approximately one-twentieth cubic centi- 
meter of thick pus was aspirated under aseptic condi- 
tions. This was diluted ten times with physiologic 
solution of sodium chloride and inactivated at 60 C. 
for two hours on one day and one hour the next day. 
This material was used in exactly the same manner as 
Frei antigen in five of the cases and one control. In 
addition to this material, intradermal injections were 
made at the same time with the following antigens: a 
known positive antigen received through the courtesy 
of Dr. M. B. Sulzberger: a Frei antigen made from 
pus from the glands in case 1 (used only in cases 1 and 
2); an antigen made from the filtrate of pus from 
case 2; an antigen made from gland tissue in case 1 
and the filtrate of the latter. The results are shown 
in table 1, in which + + + denotes large red areola 
with a central papule capped by a vesicle, + -+ smaller 
red areola with a central papule, + definite papule 
with very slight red areola; + red papule but no areola, 
O negative, and — not done. 
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The complete failure to obtain positive reactions with 
antigens 4, 5 and 6 is evidently due to some technical 
error in preparation of the antigen because, although 
some workers have been unsuccessful in using filtrates 
as antigens, the antigens made from excised glands have 
been uniformly positive. 

There was only enough of antigen 2 to test two 
cases, but in both it gave a less marked reaction than 
antigen 1, a result quite in accord with the general view 
that different antigens vary in potency. 

Regarded as a group, the reactions to antigen 3, the 
- experimental antigen, were much weaker than to anti- 


TABLE 1.—Results of First Experiment 


1. Known 2. —— 3. oe 4. Filtrate 5.Gland 6, Filtrate 
Positive fro from Pus Tissue from from 


Case Antigen 1 Frei Test Case2 Casel  Antigend 
1.E. +++ 0 0 0 0 
2. H. + ao + 0 0 0 
++ 0 0 0 
4.V.N. +++ _ + 0 0 0 
5. A. B. b+ _ 0 0 0 
Control 0 0 om: 


gen 1, the known positive antigen. The explanation of 
this is quite obvious when one recalls that the pus had 
to be diluted. 

The results of these experiments raise two questions. 
First, would any purulent material from a patient with 
lymphogranuloma inguinale cause this reaction? In 
other words, is this reaction caused by a substance in 
the body of such patients which would appear in any 
reaction severe enough to cause a vesicle or a pustule? 
Second, would any purulent material cause this reaction 
in any patient with lymphogranuloma inguinale; that 
is, is the reaction a nonspecific one? It was felt that 
these two questions could be answered at the same time 
if nonspecific material could be obtained from a patient 
with lymphogranuloma inguinale. Accordingly, when 
at a later date case 7 showed a pustular reaction, the 
pus was aspirated and treated the same way as in the 
previous experiment except that it was diluted only five 
times. One one-hundredth milligram of old tuberculin 


TABLE 2.—Results of Second Experiment 


2. Antigen 3. Antigen 4. Antigen 
from 


1. Known from from 5. Known 
Positive Frei Frei Test Tubercu- Positive 
Case Antigen Test Diluted1:20 lin Test Antigen 
A + 0 0 +++ 
++ + 0 0 ++ 
+ 0 0 + 
Control....------.. 0 0 0 0 0 


was injected intradermally into the same patient. This 
gave a papular reaction but no vesicle. One-tenth mil- 
ligram and one milligram were then injected. The 
latter caused the formation of a pea-sized vesicle, with 
purulent contents. This was aspirated and treated in 
the same manner as the material from the Frei test. 
Intradermal tests were made on the same patient and 
two other patients with lymphogranuloma inguinale, 
one of whom had been used in the previous experiment, 
and on one control. The results are given in table 2. 

These results confirm those of the first experiment 
and it is worthy of note that in case 6 there was already 
a diminution of the sensitivity to the test, as the reac- 
tion to the known antigen was less marked than it had 
been previously. In addition, it should be noted that 
the material from a tuberculin test in one of these 
patients gave no reaction in any of the patients tested. 
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COM MENT 


These few experiments suggest that the contents 
of the pustule resulting from the Frei test contained 
an antigen identical with that of Frei. If this is true, 
three possibilities suggest themselves: (1) The active 
principle of the antigen is present in the blood and 
is found in the pus as a result of this, (2) new antigen 
was formed just as it is in active lesions, or (3) some 
of the antigen injected into the skin was still present 
and was recovered in the pus. 

The first possibility does not seem very probable, as 
the injection of Frei antigen would simply be adding 
a substance already present. Also, if this were true 
the antigen should be present in the material from the 
tuberculin test and the second experiment shows this 
to be absent. To accept the second theory would be to 
assume that the Frei test is an inoculation with the 
disease in this case. That this was not true is quite 
evident. The patient developed no satellite adenitis 
nor did any other patients with lymphogranuloma 
inguinale or controls in whom this antigen was used. 
There remains, therefore, the third possibility, which 
seems quite tenable. We assume that a reaction to an 
intradermal injection is due to the coming together of 
two substances, antigen and antibody. The fact that 


It was from these that 


ig. 1.—Pustular reactions to Frei antigen. 
the experimental antigen in experiment 1 was obtained. 


this particular reaction was markedly different from 
the usual reaction suggests the possibility of a quanti- 
tative difference; that is, either too much antigen or 
too many antibodies. The fact that an increase in the 
amount of antigen gives a more marked reaction is a 
well known fact as in the graduated tuberculin test 
the less diluted the tuberculin the stronger the reaction. 
In this case we had a particularly potent antigen, as it 
gave a stronger reaction in this patient than the homog- 
enous antigen, so it seems fair to assume that the 
excess of concentration occurs on the antigen side. This 
suggests that the antibodies responsible for the Frei 
reaction are fixed antihodies rather than circulating 
antibodies; for it they were circulating antibodies no 
excess of concentration of antigen could occur, as there 
would be an indefinitely large supply of antibodies 
available, while if one is dealing with fixed antibodies 
the supply of these would be limited to that already 
present in the circumscribed portion of epidermis 
affected by the antigen. 

In 1922 Thomas and Arnold? noted a blister-like 
reaction to a Pirquet test. They raised the question 
what the contents of such a blister would do if injected 
into children with tuberculosis. In order to cause a 
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blister they employed a 1: 1,000 solution of cantharides 
in collodion. This was painted on the site of a positive 
Pirquet reaction thirty-six hours after the onset. After 
twenty-four hours a definite vesicle appeared and the 
contents were aspirated and diluted with five parts of 
physiologic solution of sodium chloride. Intradermal 
tests were made with the following substances: (1) 
tuberculin 1: 100,000; (2) tuberculin 1: 100,000 with 
vesicle contents diluted as before mentioned; (3) a 
mixture of the diluted vesicle contents and_ saline 
solution alone. In twenty-nine cases out of forty-three 
tested the reaction to the mixture of tuberculin and 
vesicle contents was stronger than that to tuberculin 
alone or to vesicle contents alone. In nine the reac- 
tions were alike and in five the reaction to tuberculin 
plus vesicle contents was weaker. As a control they 
used the contents of blisters raised over nonspecific 
inflammations. These were completely negative in 
seventeen cases. In discussing this reaction they raise 
the question as to whether remnants of tuberculin were 
present but rule this out by stating that after thirty-six 
hours no tuberculin could be left and also because of 
the fact that the increase in the reaction was too great 
to be explained by an insignificant amount recoy ered. 
However, when they state that the reaction to the mix- 
ture of tuberculin and vesicle contents was stronger 
than to vesicle contents alone they imply that there was 
a definite reaction to vesicle contents alone. If the 
substance recovered was only, as Thomas and Arnold 
deduce, an activator of tuberculin, one would expect the 
reaction to vesicle contents alone to be negative. It is 
difficult to conceive of a substance giving a reaction 
regularly in tuberculous children unless it is tuberculin. 
Thomas and Arnold offer no explanation at all for 
this reaction. 

In 1923 Karl Gottlieb ® carried out a similar experi- 
ment using only the contents of spontaneous vesicles 
after Pirquet tests. This substance gave positive tests 
in tuberculous individuals. He excluded nonspecific 


2.—Experiment 1, case 3, showing at A positive Frei test and 
at B ‘similar but less marked reaction to the experimental antigen. 


reactions because nonspecific substances gave much 
weaker reactions in the same subjects. He allowed the 
vesicles to refill and aspirated the contents again. This 
substance gave a weaker reaction than the one used 
before. This procedure was repeated the next day and 
the reaction was still weaker. Gottlieb also considered 
the possibility of the presence in the vesicles of rests of 
tuberculin but discarded this in favor of the theory 
that the reaction was due to some specific substance in 
the serum. It seems to us that this theory could offer 
no explanation of the progressive weakening of the 


3. Gottlieb, Karl: Untersuchungen mit dem ae ae Tuberkulin- 
hautreaktionen, Ztschr. f. d. ges. Exper. Med. 36:1, 1923. 
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reaction. On the other hand, rests of tuberculin could 
be expected to be in less concentration each day. 

These two experiments seem to parallel ours and 
although the writers do not come to the same conclu- 
sion that we do it does not seem to us that their experi- 
ments exclude our theory. On the contrary, several of 
their results seem to strengthen it. 

It will be noted that in our first experiment the 
reaction to the experimental antigen was negative in 
the subject from whom it was obtained. We can offer 
no explanation of this phenomenon but wish to note 


Fig. 3.—Experiment 2, case 3, showing at A positive reactions to 
Frei antigen, and at B similar but less marked reaction to the experi- 
mental antigen; at C experimental antigen diluted 1:20 was injected, 
at D antigen from the tuberculin test. There was no papule here, the 
dark area being due to ecchymosis. 


that Thomas and Arnold found that the occurrence of 
weaker reactions (as compared to reactions from tuber- 
culin only) occurred in the patient from whom the 
material was taken. 
CONCLUSIONS 

Realizing that the series of experiments is small, we 
do not feel justified in drawing definite conclusions but 
would say rather that our results suggested that: 


1. If a Frei reaction is strong enough to cause vesicle 
formation, the contents of this vesicle are capable of 
producing a reaction similar to the Frei reaction in 
patients with lymphogranuloma inguinale. 

2. The substance causing this reaction is probably a 
reminder of the Frei antigen originally injected and not 
combined with antibodies. 

3. These antibodies are not circulating antibodies but 
fixed antibodies. 

It is realized that this brief experiment is not con- 
clusive but we feel that it is expedient to publish the 
results so that they may be repeated by others who have 
more material at their disposal and that further experi- 
ments which ours suggest may be undertaken. 

41 Trumbull Street. 


ABSTRACT OF DISCUSSION 


Dr. Max S. Wien, Chicago: Drs. Strauss and Howard 
have demonstrated that purulent material occurring in the course 
of a positive Frei reaction is capable, when diluted and prepared 
as Frei antigen, of giving weakly positive reactions in lympho- 
granuloma inguinale. They raise the question as to whether 
this reaction is a result of the formation of new antigenic sub- 
stances as a result of the Frei reaction or whether it is due to 
a remainder of Frei antigen that was originally injected at this 
site and did not combine with the antibodies at the injected site. 
I have repeated their experiments with material obtained from 
two patients. The first case was a white man with lympho- 
granuloma inguinale of the classic inguinal variety of three 
weeks’ duration, A strong antigen gave a pustular Frei reac- 
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tion, and 0.05 cc. of this pus was then removed, diluted ten 
times, treated in the usual manner, and injected in four known 
cases of lymphogranuloma inguinale, and in one control. All 
the reactions were negative. The second patient was a Negress 
with the genito-anorectal syndrome, in whom a pustular Frei 
reaction was obtained, and in addition she developed a focal 
flare-up of the esthiomene. I obtained 0.05 cc. of pus from 
this Frei pustule, prepared it in the usual manner, and tested 
four controls. All the reactions were negative. Also histologic 
studies were made of Frei papules in these patients. It revealed 
a nonspecific infiltrate such as is seen following the intradermal 
injection of any type of foreign protein. There was nothing in 
the section that in any way simulated the picture of lympho- 
granuloma inguinale. Also Frei antigen was prepared from the 
straw-colored serous exudate that sometimes occurs in the 
glands a few days after primary puncture of the fluctuant gland 
to secure Frei antigen. The clear, straw-colored fluid obtained, 
which I felt was akin to blood serum, was treated in the usual 
manner for preparing Frei antigen, injected in a series of 
known cases of lymphogranuloma inguinale and controls, and 
gave negative Frei reactions. These results suggest an absence 
of any circulating antibodies, as indicated by the work of 
Calataynd (Actas dermo-sif. 25:443 [April] 1933). On the 
basis of these observations I feel that the Frei test is specific 
and that this specificity is most probably dependent on certain 
fixed substances that reside in the skin of these allergic indi- 
viduals. I agree with the conclusions suggested by Drs. Strauss 
and Howard that any positive reactions obtained with purulent 
material resulting from a positive Frei test is most probably 
due to the fact that some of the originally injected antigen was 
still uncombined in their tests and was capable of giving a 
reaction when subsequently tested. 

Dr. Water S. Grant, Chicago: I have had the privilege 
of observing forty cases at the Provident Hospital in Chicago. 
Ten of these were of the anorectal syndrome type. It has been 
my experience to observe pustular reactions in some cases of 
long standing and due either to hypersensitiveness or to a very 
potent antigen, but I have never made any attempt to recover 
the antigen from these pustules. I wish to ask the authors 
what their experience has been in obtaining positive Frei tests 
in children or in cases of lymphogranulomatosis in children. 

Dr. Joun Ertc Darton, Indianapolis: I have had an oppor- 
tunity to study two children born of mothers who suffered from 
acute lymphogranulomatosis inguinalis. The acute glandular 
process in one of the mothers occurred just preceding the 
conception, while in the other it appeared during the pregnancy. 
In each case the child has been watched with periodic Frei tests, 
over a period of a year, with completely negative results. A 
report dealing with lymphogranulomatosis inguinalis in children 
appeared in the Alinische Wochenschrift, Aug. 13, 1932. Infec- 
tion in two girls, aged 6 and 7, who slept in the bed with a 
known infected female cousin, are reported there. These were 
believed to be accidental contaminations. 

Dr. Eumore B. TAuser, Cincinnati: By using a_ special 
medium | think I have succeeded in cultivating this virus. 
The work came out with vaccinia virus first in the British 
Journal of Experimental Pathology by Maitland and Leith, 
who used Tyrode’s solution with rabbit tissue. I used the 
Tyrode solution in the dilution of 1:5 with guinea-pig tissue. 
The suspected pus, which was checked by a control by Frei 
antigen, uncontaminated, was placed in this solution diluted 
with 1:10 saline solution. Dr. Joseph Tamuro in the bacteri- 
ology department, who conducted most of the experiments, 
found that on the third to the fourth day a slight cloudiness 
appeared in the tubes. This persisted until the twelfth day, 
but after that it always became clear or tissue destruction (dis- 
integration) took place. He was able to carry this for as much 
as twenty-five or thirty transfers. We have also begun an 
experiment in a series of cases to use this as a therapeutic 
measure, The results so far seem to be about the same as those 
obtained with Frei antigen treatment, irradiation and excision. 
I believe that possibly the disease is self limited, since the cases 
that were left alone seemingly did quite as well as those treated. 

Dr. Maurice J. Strauss, New Haven, Conn.: It would 
have been very gratifying if Dr. Wien could have confirmed our 
results entirely. I agree with him that his histologic exami- 
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nations rule out the possibility of this being an inoculation with 
the disease and hence the formation of new antigen; also that 
his work with the serum appearing in the glands and the work 
on blood serum which he quoted rules out the possibility that the 
antigen appears in the serum. In answer to Dr. Grant’s ques- 
tion, I have never seen lymphogranuloma inguinale in young 
children. However, I can say that when we began our work 
with lymphogranuloma inguinale we tested children with a 
known antigen as controls, and they were all negative. Dr. 
Tauber’s cultivation of the virus is extremely interesting and 
most important. It seems that this might be the answer to the 
question that Dr. Weidman raised yesterday about whether 
antigen can be made commercially. If virus can be found, 
antigen can probably be produced quite readily. 


INTRACAPSULAR FRACTURE OF 
THE HIP 


REPORT OF ONE HUNDRED CONSECUTIVE CASES 
LOUIS G. HOWARD, M.D. 
AND 
KENNETH CHRISTOPHE, M.D. 
BOSTON 


One hundred consecutive intracapsular fractures of 
the neck of the femur treated at the Massachusetts 
Memorial Hospitals by nonsurgical methods have been 
reviewed. The purpose of the study was an endeavor 
to compare the end results of treatment by the abduction 
double plaster spica of Whitman! with the end results 
obtained by traction and internal rotation of Peckham * 
or Ruth.* Also it was planned to determine, if possible, 
the type of femoral neck fractures that consistently 
gave poor results under either kind of treatment. The 
study soon showed that accurate comparisons of the 
two methods would be impossible, because in general 
the more difficult cases were treated in plaster. How- 
ever, the investigation showed several types of fractures 
in which each method gave many deaths or nonunions. 
Therefore the survey appears to be of some value in 


TABLE 1.—Treatment and Results 


Treatment Died Survived Totals 
Traction and internal rotation.................. 3 25 28 


21.1 per cent of the Whitman patients died. 
10.7 per cent of the traction patients died. 


determining roughly a group of cases in which surgery 
should be considered. 

The series of 100 patients included eight males and 
ninety-two females, with an average age of 67 years. 
The age extremes were 12 and 89 years. The average 
period of immobilization was from ten to twelve weeks 
and that of hospitalization about fourteen and one-half 
weeks for either method of treatment. There are no 
extracapsular cases in this series. 

Nineteen hospital deaths occurred. ‘These were due 
largely to bronchopneumonia (six), pulmonary embolus 
(five) and cardiac disease (three). Other causes of 


From the Orthopedic Service of the Massachusetts Memorial Hospitals. 
Read before the Section on Orthopedic Surgery at the Eighty-Fifth 
1, Session of the American Medical Association, June 
a Royal: A Treatise on Orthopaedic Surgery, Philadelphia, 

Febiger 1927, pp. 956-958. 
2. 'F. E: ht Treatment of Fractures of the Femur, J. A. 

M. A. 68: 456 (Feb. 10) 
3. Ruth, C. E., and Ru th, V. A: 


: Fractures of the Hip, J. A. M. A. 
94: 169 (Jan. 18) 1930. 
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death were diabetes (two), carcinoma (one), cerebral 
hemorrhage (one) and cerebral thrombosis (one). 
Seventy-one were treated by the Whitman method with 
fifteen deaths, and twenty-eight by traction with three 
deaths. One untreated case resulted fatally. 

Of the 100 patients, nineteen died and twenty-one 
are reported as “unknown.” The “unknown” are 


2.—KReport of Seventy-One Cases Treated by 
Whitman Method 


Reports of Other Report of 
Physicians and Patients 
Orthopedic Study Institutions Accepted Unknown 
After 
0 Non- Bone Non- Bone Non- One 
Died Union union Union union Union union Year 
15 26 10 2 2 3 0 13 


Died, 15; bone union, 31; nonunion, 12; unknown, 13. 


Tape 3.—Report of Twenty-Eight Cases Treated by Traction 
and Internal Rotation 


Reports of Other Report of 
Physicians and Patients 
Orthopedie Study Institutions Accepted Unknown 
Bone Non- Bone Non- Bone Non- One 
Died Union union Union union Union union Year 
3 11 g 2 2 0 0 8 


Died, 3; bone union, 13; nonunion, 4; unknown, 8. 


patients who were not followed up one year or more 
after treatment. Sixty cases were carefully examined 
and followed one year or more after discharge. Of 
these, forty-nine were examined by members of the 
orthopedic department. Eight others were reported in 
detail by other physicians and institutions and three 
more were reported by patients or relatives of patients 


Fig. 1.—Good result showing bony union and normal relation of frag- 
ments. Most fractures at a right angle to the femoral neck will unite 
without much absorption if properly reduced. 


with sufficient accuracy and detail to permit them to be 
included in this series. Seventy-one patients were 
treated by the Whitman method and twenty-eight by 
the traction and internal rotation method. The end 
result study, as regards bone union or nonunion and 
the sources of information, is shown in tables 2 and 3. 


RELATION OF LOCATION AND TYPE OF FRACTURE 
TO END RESULT 
The location and type of fracture determined the 
end result to a large extent, regardless of the selection 
of treatment. 


Jour. A. M. A. 
Dec. 15, 1934 


Subcapital fractures of the neck gave good results. 
Out of fifteen of these there were fourteen with bone 
union and one death. In three cases of comminuted 
subcapital fracture there was one death, one bone union 
and one nonunion. 

The central fracture gave poor results. In thirty-one 
of these there were four deaths, nineteen bone union 
and eight nonunion. In eighteen comminuted central 
fractures there were five deaths, eight bone union and 
five nonunion. 

The roentgenograms were destroyed in twelve cases 
and these were recorded simply as intracapsular. Study 


Fig. 2.—Because of arthritis and long immobilization during treat- 
ment, the head united to the acetabulum. The neck refractured when 
adduction was permitted after removal of the Whitman abduction plaster. 


of this group showed eight deaths, two bone union and 
two nonunion. Undoubtedly most were “central” or 
“central and comminuted.” 

Table 4 illustrates the relation of location and type 
of fracture and treatment to the end result. Study 
of the table is somewhat deceiving as regards end result 
and treatment, because the more simple cases were 
treated by traction. However, the table definitely shows 
that the greatest number of nonunions and deaths 
occurred in fractures of the central portion of the 
femoral neck, and that nonunion and_ mortality 
increased rapidly when the fracture was comminuted. 


Tas_e 4.—Kelation of Location and Type of Fracture to End- 
Result by Treatment as Regards Bone Union, 
Nonunion and Death 


Whitman Traction 
Bone Non- Bone Non- 


Location and Type of 
r © Union union Died Union union Died 


ee 10 0 0 4 0 1 
Subcapital and comminuted 3 1 1 0 0 0 1 
Central 31 (1 died untreated) 12 8 3 7 0 0 
Central and comminuted 18.. 6 2 5 2 3 0 
Recorded simply as intracap- 
2 1 7 0 1 1 
31 12 15 13 4 3 


This table includes the nineteen hospital deaths and the sixty cases 
followed through for final end result report. 


Careful roentgen study showed several other facts. 
A transverse simple fracture in a plane at right angles 
to the column of the neck generally united whether the 
location was subcapital or in the central portion of the 
neck. The percentage of nonunions and the degree of 
shortening of the femoral neck rapidly increased with 
the obliquity of the fracture and the degree of com- 
minution. Slight separation of a small fragment fre- 
quently tended toward absorption and nonunion even 
though the major fragments were accurately apposed. 

The reasons for nonunion are not known in all cases. 
In some it was caused by imperfect apposition of frag- 


a 

‘ 

5 
| 

{ 
( 


VoLumME 103 
NuMBER 24 


ments, largely due to insufficient internal rotation, and 
failure to check the position with lateral or vertical 
roentgenograms. In some cases too much dependence 
was placed on stereoscopic anteroposterior roentgeno- 
grams, which, although of great help, failed to give as 
accurate information about position as could have been 
obtained with lateral views taken with the Leonard 
curved cassette.* An inadequate period of immobiliza- 
tion resulted in a few nonunions. In general these 
were weak, senile patients who were irritated by the 
treatment and failed to cooperate. In at least three 
and possibly in four cases, nonunion resulted from poor 
selection of Whitman treatment when roentgenograms 
showed marked arthritic change. In these the joint 
ankylosed after long immobilization, and the femoral 
neck, possibly with bone union, refractured when 
adduction was permitted after removal of the abduction 
plaster. Metabolism and blood chemistry studies in a 
few nonunion cases failed to show any cause for poor 
results. 
UNKNOWN CASES 

Twenty-one cases are reported as unknown because 
they were not followed a year after treatment. Thir- 
teen were treated by the Whitman method. Of these, 


| 


Beay’ union resulted, but whole of femoral neck absorbed. 


Fig. 3.—Oblique fracture treated without sufficient internal rotation. 


three undoubtedly developed nonunion. Fight patients 
were discharged with the expectation of bone union 
and two others were followed for six to eight months 
and when last seen appeared definitely to have bone 
union. 

Eight of the unknown cases were treated by the trac- 
tion and internal rotation method. Of these, three 
patients undoubtedly developed nonunion. Three were 
discharged with the expectation of bone union, and 
two others when last seen six or seven months later 
appeared to have bone union. 

None of the foregoing twenty-one cases are classed 
in this report as other than “unknown.” 

The iarge number of twenty-one “unknown” is so 
great that it has seemed unwise to give percentages 
except for deaths. 


SUMMARY OF END RESULT STUDY 
Nineteen patients died in the hospital. Twenty-one 
were not followed long enough to be included and are 
classed as unknown. Sixty were followed one year or 
more. Of these, forty-four developed bone union, 
thirty-one by the Whitman treatment, and thirteen by 


4. Leonard, R. D., and George, A. A Cassette with a Convex 
Curve, Am. J. Roentgenol 28: 261 yaety 1932. 
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traction and internal rotation. Sixteen developed non- 
union, twelve by the Whitman method and four by 
traction and internal rotation. 

99 Bay State Road. 


ABSTRACT OF DISCUSSION 


Dr. Arcuipatp F. O’Donocuvur, Sioux City, Iowa: The 
authors show a mortality of one out of five, principally in old 
persons. I don’t believe that is going to be improved very much. 
They show a percentage of unions in patients who live of 
approximately 60, which isn’t so bad and which possibly may 


—Oblique tai with marked absorption 


Fig of neck of femur 
in bony unio 


be improved later. With some of the newer traction methods, 
especially the one devised by Roger Anderson, I think I have 
obtained better results than before, although the series has 
been too short to justify that as a definite assertion. There 
is one factor about a hip fracture which I have not heard dis- 
cussed very much. Many papers are read on the treatment of 
hip fractures in the first three or four months but not many 
after that time. Advice is given to get patients up after the 
bone seems as solid as it is going to be. That is not easy to 
do. They don’t handle a splint very well. A patient who has 


Fig. 5.—Central oblique comminuted a resulting in bony union. 
Nonunion is common in this type of fracture 


a fracture of the hip and obtains a bony union and doesn’t 
walk is as badly crippled as if the union hadn't taken place. 
Better results can be obtained if more attention is given after 
the plaster comes off. These patients are scared; their muscles 
are stiff and weak and flabby after a period of immobilization 
of three months. If these patients, when the casts are taken 
off, are placed daily in a water bath on a stretcher and allowed 
to exercise themselves, the period of hydrotherapy being grad- 
ually increased from five minutes to twenty-five or thirty min- 
utes twice a day, they not only get their muscles in better 
shape but regain confidence in themselves and feel that they 
are going to be able to use the leg again. When the union is 
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strong enough to let them bear weight on the leg, they are 
afraid of crutches, afraid of hurting themselves over again. If 
they become dependent on crutches, it is difficult to get the 
crutches away from them. However, if they start walking in 
a runway where they can get hold of a rail with their hands, 
they gain confidence much better and are more likely to return 
to normal walking without using a crutch or cane than they 
would if they started with a cast or splint or crutches and 
were allowed to start themselves without any supervision. The 
Jones or Anderson tractor is going to help, but after-treatment 
caretully carried out along the lines I have mentioned is going 
to help more. 

Dr. J. Laurence Jones, Kansas City, Mo.: I am in almost 
complete agreement with the authors. One is frequently con- 
fronted with what is either a borderline or an actual! pathologic 
fracture. The mechanism of injury seems to prove this. For 
example, the old lady standing in front of her mirror, combing 
her hair, suddenly turns and fractures her hip; in other cases 
the fracture occurs from minor injuries such as stubbing the 
toe. Case after case of this kind could not happen unless the 
condition was a_ borderline or actual pathologic fracture. 
Theretore I would like to add a bit of constructive criticism. 
In the treatment of all other fractures an orthopedic surgeon 
would not be satisfied unless both anteroposterior and lateral 
roentgenograms were made. The authors have spoken of the 
fact that they have taken such roentgenograms in many of these 
cases with the semicircular curved cassette described some 
years ago by Drs. Leonard and George. For three years I 
have been attempting to perfect a technic for developing satis- 
factory lateral pictures. There will shortly be reported what 
I believe is an improved procedure. Lateral roentgenograms 
of the neck of the femur, up to this time, have been vaguely 
reminiscent of the lateral spine plates taken in the era before 
the use of the Bucky diaphragm. In these old pictures one 
could see that there were bones present but one didn’t know 
just how many or where they were. The same condition has 
been true of lateral roentgenograms of the hip. They have 
been very hazy and, in addition, frequently the head has been 
thrown entirely off the plate. I shall consider only the method 
described by Drs. Leonard and George, although there is 
another. In this procedure the tube was placed at the side 
with the film between the legs, and a semicircular curved cas- 
sette is used. In the method to be presented the head and 
neck can be placed regularly in the center of the film. The 
position used is with the legs abducted, and the tube is placed at 
the corresponding shoulder of the hip about to be filmed. The 
patient’s thorax is then thrown out of the way by rotation and 
side bending. In other words, the picture is taken in the exact 
vertical position. I am now able to secure lateral roentgeno- 
grams of the hip that are about 70 per cent as clear as if a 
Bucky diaphragm had been used. 

Dr. G. A. Henpvon, Louisville, Ky.: I wish to submit a 
plan of treatment that has served me excellently in a series 
ol sixty-five cases, and that is by the introduction of what I 
call a key, which is made out of beef bone and which can be 
introduced in ten or fifteen minutes by an open operation. 
Nothing is exposed except the trochanter and there is no shock 
and no postoperative depression. I have never had a patient 
remain in bed more than four weeks. I do not use any kind 
of restraint. I do not use any kind of external immobilization. 
These patients are placed in bed and are permitted to assume 
whatever position seems to be the most compatible with their 
comfort. Patients have ranged from 62 to &7 years of age 
and I have had in that series of cases seven deaths, which 
could in no way be considered as the proximate result of either 
the operation or the injury. 

Dr. Louis G. Howarp, Boston: Dr. O’Donoghue was too 
generous in the percentages he gave. We purposely omitted 
percentages because we felt it was improper when there were 
so many unknown cases. We don’t know how many instances 
of nonunion there were in that group. Dr. Jones mentioned 
that we used the Leonard cassette. We have not used it 
in the series reported in as many cases as he believes, because 
the series extends back over several years and stopped one 
year ago, and the Leonard cassette is a fairly recent 
contribution. 


FUSION OPERATION—HALLOCK 


AND TOUMEY Jour. A.M. A. 
HIP JOINT TUBERCULOSIS TREATED 
BY FUSION OPERATION 
AN END RESULT STUDY OF ONE 
AND SEVENTY 


HUNDRED 
UNSELECTED CASES 
HALFORD HALLOCK, M.D. 
AND 
JAMES W. TOUMEY Jr, 
NEW YORK 


M.D. 


One hundred and seventy unselected cases of hip 
joint tuberculosis underwent operation at the New 
York Orthopaedic Dispensary and Hospital from April 
1923 to July 1931 by the hip fusion method of Dr. 
Russell A. Hibbs.t In this operation the anterior three 
fourths of the greater trochanter, with its muscle and 
periosteal attachments intact, is transposed so as to 
make contact with the ilium above and the femur below 
and to secure at the same time periosteal continuity. 
It was hoped that, as in vertebral tuberculosis fusion 


TasLe 1.—Deaths 


Age at Time of Death 
Name Operation After Operation Cause of Death 
E. M. 21 years 9 months Miliary tuberculosis 
E. J. 12 years 8 months Tuberculous meningitis 
W._N. 19 years 2% months Tuberculous meningitis 
G. K. 23 years 16 months Miliary tuberculosis 
F.B 6 years 2 months Pyelitis and nephritis, and 
probably disseminated 
tuberculosis 
W.N. 3 years 4 hours Shock 
A. K. 23 years At some unde- Miliary tuberculosis and 
. termined time suppuration 
after 8 months 
J.O°R. 22 years 4 years Pulmonary tuberculosis (?) 
E.H 6 years 5 years Amyloidosis and broncho- 
pneumonia 
F. K. 15 years 3 years Unknown 
24 years 15 months Amy loidosis 
E.N 10 years 2 years after Undetermined 
fusion operation, 
2 after re- 
fusion operation 
F. B. 9 years 4 years Amyloidosis 


Seven deaths oceurred less then one year after operation; six deaths 
occurred more than one year after operation, 


of the diseased bodies follows on that obtained by oper- 
ation in the posterior elements, primary fusion would 
be of the transposed trochanter, ilium and femur, and 
ultimately of the diseased head and acetabulum. This 
hope has been realized, and an end result study of 
these cases is now reported. 


RESULTS 

Of the 170 patients, seven died within one year 
after operation. This leaves 163 who were available 
for examination one year or more after operation. All 
except one patient were roentgenographed at the hos- 
pital and were personally examined by experienced 
members of the staff. The excepted patient was exam- 
ined and roentgenographed by a former member of the 
staff, now in Boston. The time of follow-up examina- 
tion varied from one to eleven years inclusive and 
comprised a total of 888 and an average of 5.4 case 
years. 

Fusion.—Of the 163 patients, 112, or 68.7 per cent, 
obtained a fusion by the first or primary operation. In 


From the New York Orthopaedic Dispensary and Hospital. 
Read before the Section on Orthopedic Surgery at the Eighty-Fifth 
ri Session of the American Medical Association, Cleveland, June 13, 
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fifty-one cases, or 31.3 per cent, the operation failed. 
A second operation was performed in forty-one of the 
failures. Twenty-six of these (6624 per cent) were 
successful, thirteen were failures, one terminated fatally 
two days after operation, and in one the operation has 
been done too recently to show the result. Six cases 
required a third operation. Of these, four succeeded 
and two failed. 


Tarte 2.—Failures According to Age Groups 


Number of ot 
ailur 


Age of Patient Cases 


l1to 5 years 16 

6 to 10 years inclusive... 49 32.7 


If the successes of the reoperative cases are added 
to the 112 in which a fusion was obtained by primary 
operation, there are 142 hips, or 87.2 per cent, that are 
fused, and twenty-one, or 12.8 per cent, that are not. 
Fusion through the transposed trochanter was followed 
by fusion through the diseased area and gave an extrem- 
ity that was stable and free from pain, and one that 
could be relied on for unrestricted weight bearing. 


Sinuses.—Twenty-six (16.7 per cent) of 155 cases 
in which a note was made showed sinuses when last 
examined. In twenty-two of these fusion was present. 
Fourteen belonged to the group seen five years or more 
after operation. 

Deaths.—Thirteen patients have died. Seven of the 
deaths occurred within one year after operation and 
six afterward. Two were operative deaths (table 1). 


DETAILED STUDY 


A detailed study of the relationship of fusion, as 
obtained by primary operation, to a number of various 
factors was made. 


Tas_e 3.—Distribution in Series and Failure Group of Factors 
Showing Significant Differences from the Mean 
Percentage Failure (31.3) 


Percentage 


Number — Percentage of Occurrence 
in of Occurrence in Failure 
Factor Series Yoihuus Failure in Series Group 

1 to 5 years of age.. 16 & 50 9.8 15.7 
1to12months’ dura- 

tion of symptoms 23 12 §2.2 14.3 23.5 
Faulty technie...... 92 38 41.3 60.1 77.5 
Late fracture of 

ea 12 9 75 7.3 17.6 
Early change of 

51 7 13.7 32.5 14.3 


Factors serene in signifieantly greater or less proportion in the failure 
oup than in the whole series: 
1, Faulty technie 
2. Early plaster change (probably representing adequate 
immobilization) 


Age Groups.—The cases were divided and the results 
studied in four groups (table 2). There was a rela- 
tively high percentage of failure (50) in the 1 to 5 
year group, but this group included only sixteen cases 
and did not occur in much higher proportion in the 
failure group (16 per cent) than in the whole series 
(9.8 per cent) (table 3). 

Duration of Symptoms—The cases were classified 
in four groups based on duration of symptoms before 
operation (table 4). In the 1 to 12 months group there 
was a relatively high percentage of failure (52.2). The 
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group included, however, only twenty-three cases and 
did not occur in significantly higher. proportion in the 
failures than in the whole series (24 and 14.3 per cent 
respectively, table 3). The standard for comparative 
analysis is given later. 

Activity of Lesion—An estimate of the degree of 
activity of the lesion was made in each case and was 
graded from 0 to 4 plus by a study of the preoperative 
roentgenograms and the conditions found at operation. 
If pus was found, a grading of 4 plus was arbitrarily 
given. 

The cases were studied in two groups, one of lesser 
(0 to 2 plus) and one of greater (2%4 to 4 plus) 
activity. There was practically an equal number in the 
two divisions and the percentage failures were 30 and 
33.8 respectively. Of forty-seven cases with pus, 
fusion failed to occur in 29.8 per cent. Greater activity 
occurred as frequently in the whole series as in the 
failure group. 

It appears therefore that statistically the degree of 
activity or the presence of pus has no appreciable effect 


Fig. 1 (A. S., aged 6 years).—Proved case, before operation. 


on the outcome as regards fusion or failure of fusion. 
It is felt, however, that in extremely active cases which 
can be kept under close observation operation might 
profitably be deferred for a short time and a preliminary 
attempt made by conservative means to secure some 
degree of subsidence of the activity. 


Taste 4.—Failure According to Duration of Symptoms 
Before Operation 


Number of Percentage otf 
Failure 


Duration of Symptoms Cases 

Preoperative Sinuses.— Twelve cases presented 


sinuses at operation and 41.6 per cent failed to fuse. 
This did not differ materially from the percentage fail- 
ures of those which had never presented sinuses or from 
those which had previously presented sinuses that were 
closed at the time of operation. Sinuses cannot there- 


fore be considered a contraindication to fusion. 
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Operative Technic—aA number of factors concerned 
in the transposition of the trochanteric mass were con- 
sidered in relation to the success or failure of fusion. 

Penetration and Fusion at the Ilium: By penetration 
is meant the depth to which the transposed mass ot 
bone has entered sound bone in the ilium. It is mea- 
sured on the postopera- 
tive film by the distance 
of the end of the trans- 
plant from the nearest 
point of evident disease. 
Depending on the 
amount of penetration, 
the cases were divided 
into three groups, and 
the effect of this factor 
was studied from the 
standpoint of fusion of 
the mass to the ilium 
alone. In the 0 to one- 
fourth inch group there 
were eighty-seven cases, 
with a percentage fail- 
ure of 28.7; in the one- 
fourth to one-half inch 
group, thirty-two, with 
a percentage failure of 
9.4, and in the group 
with over one-half inch 
of penetration, thirty- 
four, with a percentage failure of 5.9. No measure- 
ments could be made in ten cases. 

The high incidence of failure in the group presenting 
poor penetration (O to one-fourth inch) in comparison 
with the relatively low incidence in the other groups is 
of sigmificance. 

Femoral Contact and Fusion at the Femur: In a 
similar way the relationship of fusion at the femur 
to the extent of femoral contact of the transposed mass 
was studied, and it was found that the group of cases 
which had one-eighth inch or less of contact showed a 
much higher percentage of failure than those which 
had more (20 against 7.7 per cent). 

Type of Transposed Mass: The cases were also 
studied in regard to the type of transposed mass. Forty- 
seven had a mass that consisted chiefly of trochanteric 
or cancellous bone, and 34 per cent failed; 103 cases 
had a mass in which the proportion of shaft or cortical 
bone was equal to or greater than the amount of 
trochanteric, and 31.3 per cent failed. No data were 
available in thirteen cases. 

Fracture of the Transposed Mass at Operation: In 
six cases the transposed mass was inadvertently frac- 
tured at operation. Three fused and three (50 per cent ) 
failed, two through the fracture site and one at the 
ilium. 

Faulty Technic and Fusion: Combining three of the 
aforementioned factors, a study of the relationship of 
success or failure of fusion at any point to proper and 
faulty technic was made. Technic was considered to 
have been faulty in all cases that presented only from 
0 to one-fourth inch of penetration, from 0 to one-eighth 
inch of femoral contact, or a fracture of the mass at 
operation. In this group 94.5 per cent of the cases 
showed poor penetration. The technic in ninety-two 
cases (60.1 per cent) was faulty and in 41.3 per cent 
it failed, chiefly at the ilium (28.7 per cent). In sixty- 


----- 


Fig. 2 (A. S.).—Result ten years 
after operation. 
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one cases (39.9 per cent) the proper technic was used 
and in 18 per cent it failed. No data were available 
in ten cases. The marked difference in percentage fail- 
ure between the two groups, which were both large, 
and the higher rate of failure of the faulty group in 
relation to the mean (31.3 per cent) are significant. 
Moreover, faulty technic occurred more frequently in 
the failure group (77.6 per cent) than in the whole 
series (60.1 per cent) (table 3). 

Proof of Lesion.—In all but six cases microscopic 
study of tissue removed at operation was made, and 
in most cases a guinea-pig inoculation as well. One 
hundred and twenty-seven cases, or 77.9 per cent, were 
proved, by positive section, by positive guinea-pig test 
or by both to have been tuberculous. Proof was lacking 
in others, probably because extensive scarring in asso- 
ciation with long-standing disease made it difficult 
to find diseased tissue, or because the active process 
was confined chiefly to the innermost recesses of the 
joint, which were not opened at the operation for 
fusion. 

Postoperative Sinuses—In fifty-six cases, or 34.2 
per cent of the whole series, except for two in which 
no note was made, sinuses developed at somie time after 
operation. This does not include the twelve patients 
who had sinuses at the time of operation. In twenty- 
two, or 39.3 per cent, the operation failed. Ninety-three 
cases remained without drainage and 25.8 per cent were 
failures. As noted previously, only 16.7 per cent of 
the series presented persisting sinuses at the follow-up 
examination. 

First Plaster Change.—Fifty-one patients had their 
first plaster change within two weeks of operation, and 


Fig. 3 (F. M., aged 6 years).—Proved case, before operation, 


13.7 per cent of the operations were failures. One 
hundred and six had their first change more than two 
weeks after operation, usually at three months, and 
39.6 per cent failed. This suggests that the low per- 
centage of failure in the group changed early might 
have been due to a more adequate splinting of the hip by 
a better fitting plaster spica, put on leisurely and with 
care, after postoperative swelling had subsided and 
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before consolidation of newly formed callus had 
occurred. 


Late Fracture of Transposed Mass—Twelve cases 
showed roentgenologic evidence of a fracture through 
the transposed mass from three to fifteen months after 

operation. In only one was there any history of trauma. 
Of these twelve fractures, three ultimately united and 
fusion was secured; nine (75 per cent) failed to unite, 
and failure of fusion resulted. All twelve cases pre- 
sented a portion of shaft bone in the transposed mass 
and in nine of them this was equal to or greater than 
the trochanteric portion. Ten of the fractures occurred 
through the cortical part and in two at the junction of 
the trochanteric and shaft portions. It is evident, there- 
fore, that a late absorption fracture through the trans- 
posed mass is a possible and a serious complication, 
especially in cases presenting a shaft type of transposed 
mass. 

Fusion at One Year After Operation and End 
Results —At a twelve months period after operation 
there were sixty- 
three cases in which 
clinical and _ roent- 
gen examinations 
indicated the pres- 
ence of fusion. Of 
these, one was later 
found not to be 
fused. Fifty-three 
were definitely not 
fused, and of these 
seventeen went on 
to fusion and thirty- 
six failed. In thirty- 
seven it was impos- 
sible to determine 
whether fusion was 
present or not. 
Thirty-three of 
these later showed 
unmistakable evi- 
dence of fusion and 
four of failure. 

The Failure 


Fig. 4 (F. M.),-——-Result nine years after A 
operation. Group. — Fifty-one 
cases, or 31.3 per 
cent, failed to fuse by primary operation. The sites 


of nonunion are given in table 5 

Several cases failed in more than one place. For 
instance, of those failing at the ilium, five also failed 
at the center of the mass through late absorption frac- 
ture lines, and four at the femur. Of the thirty-one 


TABLE ~Sites Nonunion 
Site Number of Cases 


cases failing at the ilium, twenty-five, or 80.6 per cent, 
presented poor penetration. 

The distribution in this group and in the whole series 
of the various factors that were found in the preceding 
study to be of definite significance in the matter of 
fusion are given in table 3. 
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Refusion Operations——Forty-one patients had a 
refusion operation and in six of these a third procedure 
was necessary. The results have been given previously. 
At operation the defect was usually cleared of fibrous 
tissue and the space filled with bone chips. At times, 
large free grafts were used to bridge the space between 
the femur and the 
ilium. In twenty- 
five cases, or 62.5 
per cent, active dis- 
ease was found at 
the site of failure. 


COMPARATIVE 
ANALYSIS OF 
FACTORS 

In order to ana- 
lyze comparatively 
the various factors 
in relation to fusion 
it was necessary to 
determine what 
should constitute 
significant dif fer- 
ences of percent- 
age in relation to 
numbers of cases. 


The following arbi- Fis. 5 R.. aged 28 years).-—Proved 
case. Failure of fusion at the ilium five 
trary standard was months after operation, 


adopted : 


1. If the group of cases under consideration com- 
prised less than one tenth of the whole series, 20 per 
cent was taken to be the least amount of difference 
to which significance could be attached. 


2. If the group comprised from one tenth to one half 
of the whole series, 15 per cent difference was required 
as a necessary mini- 
mum. 


3. If the group 
comprised one half or 
more of the whole 
series, only a 10 per 
cent difference was 
considered requisite. 

On this basis a 
definite difference in 
percentage failures in 
relation to the mean 
(31.3 per cent) was 
found in the following 
factors: 


From 1 to 5 years of 
age. 

From one to twelve 
months’ duration of symp- 
toms, 

Faulty technic. 

Late fracture of mass. Fig. (S. R.).—Result two years 

Early change of plaster. after saab operation, 


But to be of statistical significance these factors must 
appear in definitely greater or less proportion in the 
failure group than in the whole series. This was deter- 
mined, and it was found that in only the following two 
was this requirement satisfied: 

1. Faulty technic. 


2. Early change of plaster (which probably means adequate 
immobilization), 
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SUMMARY 
1. The end results of 170 unselected cases of hip 
joint tuberculosis treated at the New York Orthopaedic 
Dispensary and Hospital from April 1923 to July 1931 
by the hip fusion method of Dr. Russell A. Hibbs are 
reported. Seven patients died within one year after 
operation, leaving 163 who had follow-up examinations 


Fig. 7 (R. M., aged 4 years).—Proved case. Failure of fusion at the 
femur seven months after operation. 


of from one to eleven years inclusive, with an average 
of 5.4 case years. Seventy-seven and nine-tenths per 
cent were proved by microscopic examination or guinea- 
pig inoculation or by both to have been tuberculous. 

2. By primary operation 112 cases, or 68.7 per cent, 
were fused ; with secondary and in some instances ter- 
tiary procedures in forty-one cases, 142, or 87.2 per 
cent, were fused. Fusion through the transposed 
trochanter was followed by fusion through the diseased 
area and gave an extremity that was stable and free 
from pain, and that could be relied on for unrestricted 
weight bearing. 

3. Thirteen deaths occurred, seven within a period 
of one year after operation and six afterward. 

4. As determined by statistical analysis, the chief 
factors influencing fusion were found to be: 

(a) Faulty operative technic. 

(>) Adequate immobilization by replacing a probably 
poorly fitting plaster by a snugly fitting one within 
two weeks after operation, after swelling had subsided 
and before consolidation of newly formed callus had 
occurred. 


410 East Fifty-Seventh Street—654 Madison Avenue. 


ABSTRACT OF DISCUSSION 


Dr. Henry W. Meyerpinc, Rochester, Minn.: I wish to 
congratulate the authors on presenting the large series of 
fusion operations for tuberculosis of the hip. I am impressed 
by the careful follow-up system as well as by the fact that 78 
per cent of the cases were proved microscopically to be tuber- 
culous. The results from surgical fusion, as shown in this 
series, are gratifying. I believe the pendulum will swing far- 
ther away from the conservative treatment, with the exception, 
possibly, of young children under 9 years of age. At the clinic 
the fusion operation is seldom used for young children. The 
duration of the disease is much longer and the average age 
much higher in the cases that I see. It should be accentuated 


. . M. A. 
Dec. 15, 1934 


here that tuberculosis of the hip is a manifestation of a gen- 
eral disease, that the surgical treatment of a local manifesta- 
tion is only a part of the treatment, and that general measures, 
such as usually are employed with tuberculosis, must be carried 
out carefully. In a series of forty-three cases reported at the 
International Orthopedic Society meeting in London’ by 
Dr. Henderson, the results are practicelly the same, successful 
fusion having been obtained in about 90 per cent of cases. In 
that paper the different types of operation employed at the 
clinic to secure fusion were discussed, and it was pointed out 
that the combined operation, intra-articular and extra-articular, 
was found to be preferable. This may be due to the fact that 
experience at the clinic has been more with adults and with 
cases in which tuberculosis of the hip was of long standing. 

Dr. Frank R. Oster, Boston: It is very interesting that 
these cases should be reported at this time, because Dr. Hibbs 
was probably the first to advocate the fusion of the hip in 
tuberculosis. The authors present many interesting facts. It 
seems to me, however, that the proportion of failures is quite 
high; namely, 31 per cent. The mortality rate also seems to 
me to be a little high. What is the reason for so many fail- 
ures? It must be that the graft is not of sufficient size to 
support the femur against the body weight or that the disease 
is too acute, so that the graft melts away from the tuberculous 
process or the graft fractures. I think a better technic is one 
in which the ilium is exposed through the Smith-Petersen 
incision and a large mass of bone is turned down in strips, 
being previously split off the trochanter and the femur being 
bared anteriorly and posteriorly at the upper extremities. 
These strips connect the femur with the ilium and there is a 
veritable forest of bone in this neighborhood. Hips should not 
be fused when there is disease of the articular cartilage either 
in the head or in the acetabulum, Any hip with a few degrees 
of motion is always a liability. No patient with an active 
pulmonary lesion should have a fusion. Patients should not 
have fusions in the presence of pus. No fusion should ever 
be done until the patient is brought up to as nearly a perfect 
general physical condition as possible. The bony skeleton is 
then much better, the patient's resistance is better and the 
mortality rate will be 
lower. 

Dr. C. H. Heyman, 
Cleveland: It is not 
often that such a large 
number of end results 
is reported. The 
authors apparently be- 
lieve in obtaining a 
bony ankylosis in order 
to obtain a cure and 
with that I am in 
agreement. The ques- 
tion arises as to the 
best method of obtain- 
ing this ankylosis, It 
is my experience that 
it is much easier to 
bring it about by re- 
section of the joint 
cartilage. That, how- 
ever, is not always 
done easily. I was 
under the impression 


that the operation, as Fig. 8 (R. M.).—Result six years after 

. 4 : refusion operation and two months after 
originally proposed by — subtrochanteric osteotomy for excessive flex- 
Hibbs, was an extra- ion and abduction, 


articular fusion. It is 

of no particular importance if one does get into the joint. It is 
necessary to get a good bony contact along the neck of the 
femur and penetration into the ilium, as the authors stated. 
I should like to ask the authors whether they perform the 
operation in the presence of a sinus. When there is a sinus 
there is a secondary infection. The principle of the operation 
is a bone graft, and graft operations are not done in the pres- 
ence of an infection. I should also like to ask just what the 
lowest age limit is when they would operate. I have not done 
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many of these operations. In doing them I have been struck 
by the marked degree of bone atrophy involving the neck of 
the femur and the trochanter. This atrophy has sometimes 
been so extensive that one could cut the bone with a heavy 
pair of scissors. Does that make any practical difference? I 
have also encountered a technical difficulty in leaving the 
muscle attachments intact at the time of mobilizing the graft 
and turning it round. Sometimes I have been unable to drive 
this graft into the ilium, getting it flush with the neck of the 
femur, and at the same time leaving the muscle attachments 
intact. Is that of great importance? The authors emphasized 
the great importance of the early change of cast. That is 
something I cannot understand. It would seem, theoretically 
at least, that an early change of cast would entail manipula- 
tion and motion. It seems to me that the percentage of union 
would be higher by not changing the cast than if one did 
change it. 

Dr. Josepn S. Barr, Boston: I feel that all large ortho- 
pedic centers in the United States ought to lay their cards on 
the table regarding the percentage of failures and successes in 
fusion of tuberculosis of the hip. I reviewed 175 cases in the 
Massachusetts General Hospital in the ten year period from 
1920 to 1930. I haven't the exact statistics here but the per- 
centages were almost identical with those presented by Drs. 
Hallock and Toumey. The type of fusion varied with the 
operator—some intra-articular, some Hibbs and some a com- 
bination of the two or with the use of a graft from the ilium. 
We were presented a few years ago with the problem in the 
New England Peabody Home, in a group of children. After 
a review of the various methods of operation, we finally 
decided on a combination of technics and I want to report the 
first twenty cases in which that method was used. In brief, 
the results were as follows: There were nineteen successes by 
the first operation and one failure, since fused by a second 
operation. There were no deaths, no sepsis, no draining sinuses. 
The exposure for the operation was through the Smith-Petersen 
incision. The head and neck of the femur were denuded of 
cartilage and cortical bone. The trochanter was partially 
osteotomized and flaps were levered out anteriorly, laterally 
and posteriorly without being completely detached. Long grafts 
were then cut from the outer table of the ilium, each graft 
about 3 inches long and half an inch wide. They were then 
laid parallel to the neck of the femur, the upper end of the 
graft in contact with cancellous bone of the ilium. The lower 
end of each graft was attached firmly in the trochanteric slots. 
The chief advantage of this method is that it gives one a very 
flexible graft, which cannot be displaced by moderate changes 
in position of the hip, and which tends to unite in a solid bony 
fusion in an extraordinarily short time, some of the cases being 
solidly fused within three months after the operation. 

Dr. Hatrorp Hattock, New York: Dr. Toumey and I 
believe that general care is of importance. After operation, 
or in instances in which surgery is to be postponed, cases are 
sent to the country branch for general treatment. The fusion 
operation is extra-articular in the sense that the innermost 
recesses of the joint are not entered. The capsule is opened 
superiorly over the femoral neck, but that is all. No attempt 
is made to excise large amounts of diseased tissue, because it 
may increase the danger of possible spread and generalization 
and because it is not necessary. We have found that, if bony 
fusion is obtained, nature will take care of the disease. Sixty- 
nine per cent of successes is a good average for a large series 
of a major surgical condition. ‘thirty-one per cent failure, 
by primary operation, however, has given us concern; and it 
was for the purpose of finding out the reasons for failure that 
this study was begun five years ago. Statistically, the only 
significant factors were faulty technic and failure to change 
the first plaster early after operation. The death rate in this 
series, 8.6 per cent, is slightly higher than that in 150 cases 
reported from the Hospital for Ruptured and Crippled by 
Dr. Gibney in 1898 but lower than that in 150 cases treated 
by traction splint and heliotherapy at the Country Branch of 
the New York Orthopedic Hospital, reported by Smith and 
Watters in 1928. These rates were respectively 7.3 and 16 
per cent. Joint cartilage is not resected, as to do so would 
further open up diseased areas and prolong the time of opera- 
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tion. We do operate in the presence of sinuses, for apparently 
they do not make any difference in the outcome. The youngest 
patient was a child of 1 year, and he obtained a_ fusion. 
Atrophy of the trochanter has not had any demonstrable effect. 
No difference of percentage failure was found in cases that 
presented marked degrees of decalcification of hip and _ tro- 
chanter. The muscle attachment is left intact if possible; 
but lately we have tried several free trochanteric masses, and 
fusions were obtained without difficulty. Plaster support is 
maintained from six to twelve months, with an average of 
about nine months. 


INTESTINAL TUBERCULOSIS 


PATHOLOGIC AND ROENTGENOLOGIC OBSERVATIONS 


RUSSELL S. BOLES, M.D. 
AND 
JACOB GERSHON-COHEN, M.D. 
PHILADELPHIA 


It is our purpose in this paper to present certain 
observations on intestinal tuberculosis based on 1,000 
consecutive autopsies performed at the Philadelphia 
General Hospital during the last six months of 1933, 
and to describe an x-ray procedure which we hope may 
be helpful in the clinical diagnosis of the disease. 


TABLE 1.—Analysis of 1,000 Consecutive Autopsies 


Intestinal Tuberculosis 


Pulmonary ‘Tuberculosis, 


Healed and Active Uleerative Hyperplastic 


TABLE 2.— Analysis of Pulmonary Tuberculosis Group 


Tuberculosis of the lungs...........00...0cceeeeee 226 cases 
Fibro-ulcerative 105 cases. or 46% 


12 cases, or 5% 


It is generally conceded that tuberculous ulceration 
of the intestine is a frequent complication of pulmonary 
tuberculosis. From an analysis of the literature it is 
easy to deduce that there are no symptoms or physical 
signs that point conclusively toward intestinal involve- 
ment, whether it is early or far advanced. In many 
instances it would appear that symptoms and physical 
signs may be indefinite even in the presence of 
advanced intestinal disease. Clinically, therefore, the 
diagnosis is seldom made with any degree of certainty, 
although it is presumed to exist in many Cases. 

Numerous pathologic studies show a consistently high 
incidence of intestinal tuberculosis associated with pul- 
monary tuberculosis, the incidence varying from 50 to 
90 per cent. 

Few of the pathologic reports in the literature show 
any correlation between the types of pulmonary disease 
and the intestinal process, and still fewer show any 
correlation between the pulmonary and the intestinal 
types of disease with associated tuberculosis of other 
abdominal organs. 


* 


Read_ before the Section on Gastro-Enterology and Proctology at the 
Eighty-Fifth Annual Session of the American Medical Association, Cleve- 
land, June 13, 1934. 

From the Medical and Pathological Departments of the Philadelphia 
General Hospital and the 
torium, Eagleville, Pa. 
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The following analysis of the autopsies studied was 
undertaken in order to determine (1) if tuberculosis 
of the intestine, whether hyperplastic or ulcerative, 
occurred more frequently than is suspected in the 
absence of pulmonary tuberculosis; (2) its incidence 
and relation to the type of pulmonary tuberculosis, and 
(3) the incidence of associated tuberculous disease of 


Tasie 3.—Kelation of Pulmonary Tuberculosis to Sex and 
Race (226 Cases) * 


Fib.-Ule. Exuda- Pneu- 
Fibrous Cav. tive Miliary monia 
(85) (105) (22) (12) (2) 
54 55 12 7 1 
31 50 10 5 1 
White (132 cases)............ 64-50% 56-42% i- 5% 4-3% 1 
Negro (93 Cases)............. 20-22% 49-58% 14- 1 
Chinese (1 case).............. 1 


A study of the relation of the type of pulmonary 
disease to sex and race clearly indicates that fibroid 
pulmonary lesions predominate in white males, that 
fibro-ulcerative cavernous lesions are about equally dis- 
tributed, and that both exudative and miliary pul- 
monary lesions predominate in Negro males. While 
the age incidence of this group was not studied, the 
low incidence of fibroid lesions in the Negro race would 
suggest that Negroes succumb to it sooner than white 
people. 

A study of the relation of the type of pulmonary 
lesion to intestinal ulceration shows conclusively that 
intestinal ulceration does not occur in the healed fibroid 
cases, eighty-five of the latter being encountered without 


TABLE 5.—Kelation of Fibro-Ulcerative Cavernous Tuberculosis 
to Sex, Age and Race 


* Fibroid pulmonary lesions predominate in white males. Fibro 
ulcerative cavernous pulmonary lesions are almost equally distributed. 
Exudative pulmonary lesions predominate in Negro males. Miliary pul- 
monary lesions predominate in Negro males. 


other abdominal viscera. For these reasons, consecutive 
autopsies were analyzed regardless of the cause of 
death. 

Of the 1,000 autopsies studied, tuberculosis of the 
lungs was found in 226 cases, or 23 per cent. No evi- 
dence of it was found in 774 cases. This comparatively 
low incidence of pulmonary tuberculosis in such a large 
general group can probably be attributed to the fact 
that serial histologic sections were not made of lungs 
that appeared grossly normal and therefore would not 
include cases with evidence of healed primary lesions 
in the lungs or tracheobronchial nodes. Cases present- 
ing healed apical lesions due to secondary infection will 
be referred to as chronic fibroid tuberculosis. In the 
entire 774 negative pulmonary cases no evidence of 
tuberculosis of the intestine, either hyperplastic or ulcer- 


TaB_e 4.—Kelation of Pulmonary Tuberculosis to Ulcerative 
Intestinal Tuberculosis 


Ulcerative 

Type Pulmonary Tuberculosis Intestinal 
— Tuberculosis 
85 cases 0 cases 0 
F ulcerative Cavernous................. 105 Cases 59 Cases 56% 


226 cases 63 Cases 28% 


ative, was found. In the 226 cases of healed and active 
pulmonary tuberculosis, an ulcerative type of intestinal 
lesion occurred in sixty-three cases, or 28 per cent. 
Primary hyperplastic tuberculosis or tuberculoma of the 
large bowel was not observed in the 1,000 autopsies, 
and it must be regarded, therefore, as a most infre- 
quent variety of intestinal tuberculosis in adults. It 
may be more common in children, very few of whom 
were included in this study. 

Of the 226 cases of pulmonary tuberculosis, the type 
and incidence of lung lesions were as follows: fibro- 
ulcerative cavernous, 105 cases, or 40 per cent; chronic 
fibroid, eighty-five cases, or 38 per cent; exudative, 
twenty-two cases, or 10 per cent; miliary, twelve cases, 
or 5 per cent, and only two, or 1 per cent, were classi- 
fied as tuberculous pneumonia. ‘The latter figure is of 
interest, considering the frequency with which such a 
clinical diagnosis is made. 


With Intestinal Uleeration, 59 Cases 
0-10 10-20 20-30 30-40 40-50 50-60 60-70 70-SO 80-90 


4 1 2 1 


$s 12 1 1 1 
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Intestinal Uleerations Predominating in 
(1) Females (2) 20-40 Yrs. (3) Negroes 


Without Intestinal Ulceration, 56 Cases* 


Mises cians 0-10 10-20 20-30 30-40 40-50 50-60 60-70 70-80 80-90 
[re 0 2 4 3 4 8 3 3 1 
Female........ 1 0 1 3 3 2 3 5 0 

93 Negroes.... 1 1 1 3 3 6 1 1 0 18% 
132 White..... 0 1 4 3 4 4 5 7 1 22% 


bad a intestinal involvement, patients live longer regardless of 
sex or race 


a single instance of such a complication. The highest 
incidence of intestinal ulceration was observed in the 
fibro-ulcerative cavernous type of pulmonary disease ; 
i.e., in fifty-nine of 105 cases, or 56 per cent. The 
incidence was next highest in the exudative pulmonary 
lesion; namely, in four, or 18 per cent. In twelve 
miliary cases of pulmonary tuberculosis, intestinal ulcer- 
ation was not seen in a single case, although, as will 


Tas_e 6.—Kelation of the Type of Pulmonary Tuberculosis to 
the Site of Intestinal Ulceration * 


As- De- 
ecend- Trans- seend- 


verse in 
Pulmonary Tuberculosis Hleum Cecum Colon Colon Colon tum 
85 0 0 0 0 0 0 
Fibro-ulcerative cayernous 105 51 47 1s 9 5 2 
E 3 1 1 1 1 1 
2 0 0 0 0 0 0 
Taheswulons pheumonia.. 2 0 0 0 0 0 0 


* Intestinal ulceration predominates in fibro-uleerative cavernous pul- 

nary disease. Incidence of ulceration is highest in ileum and becomes 
} soon asingly frequent from the ileum toward the rectum. Intestinal ulcera- 
tion is conspicuously absent in the fibroid and miliary types of pul- 
monary lesions. 


be shown later, a miliary lesion of the serosa of the 
intestine was not infrequently noted. Neither of the 
two cases of tuberculous pneumonia showed any intes- 
tinal ulceration. While the sputum was not examined 
in all cases for various reasons, it is of interest that 
it was found positive in forty-four of sixty-three cases 
of intestinal ulceration, or 60 per cent. It is plainly 
evident that the open ulcerative pulmonary lesions, most 
if not all of which at one time or another present posi- 
tive sputum, are the ones most apt to be accompanied 
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by intestinal ulceration, so much so that one could 
almost feel safe in saying “No intestinal ulceration with- 
out pulmonary ulceration.” It is of further significance 
in this connection that the miliary cases of pulmonary 
tuberculosis which are not open and do not present posi- 
tive sputum likewise do not show intestinal ulceration. 
This would appear to support the contention in some 
circles that intestinal mucosal lesions are caused by 
swallowed tubercle bacilli or enterogenous infection 
and that intestinal serosal lesions, as observed in the 
miliary type of pulmonary lesion, are probably due to 
blood-borne tubercle bacilli or hematogenous infection. 
The more frequent association of generalized visceral 
tuberculosis in the miliary cases than in the ulcerative 
cases, as will be shown, also supports this view. How- 
ever, whether intestinal tuberculosis is due to infection 
being carried by the sputum, blood stream or lymphatics 
is a question that must still be determined. 

Since it was only in the fibro-ulcerative cavernous 
type of pulmonary disease that intestinal ulceration was 
observed, it is of interest to study this group further. 
It will be noted that ulceration of the intestine devel- 
oped most frequently in women between 20 
and 40 years of age, and especially in the 
Negro race. The patients without intestinal 
ulceration definitely exhibited a tendency to 
live longer, regardless of sex or race. 

It was previously mentioned that com- 
paratively little data are available on the 
relation of the type of pulmonary lesion to 
intestinal ulceration, especially as regards the 
location of the intestinal lesion. An analysis 
of this relation demonstrated that while 
intestinal ulceration again occurred most 
frequently in the fibro-ulcerative caverrious 
group of pulmonary lesions, the incidence of 
ulceration was highest in the ileum. Almost 
as frequently it was found in the cecum, and 
then a very marked decline in the frequency 
of ulceration was observed in each successive 
distal segment of the bowel. The latter part 
of this observation confirms what has been 
previously recognized. No attempt is made 
to explain the high incidence of ileocecal 
ulceration. It has been suggested that it is 
due to a combination of such factors as 
stasis, a rich supply of blood vessels and lymphatic 
tissue, and a high degree of absorption in this area. 

It is frequently stated that healing of tuberculous 
ulceration in the intestine may take place regardless 


Taste 7.—Tuberculosis of Abdominal Viscera* 


With Intestinal Without Intestinal 


Uleeration Uleeration 

(63 Cases) (163 
19, or 30% 27, or 16% 
18, Or 28% 25, or 15% 
ch 17, or 27% 19, or 11% 
ye 9, or 14% 4, or 2% 
Mesenteric nodeS...........+2-se08. 9, or 14% 9, or 5% 
7, or 11% 3, or 1% 
1, or 1% 7, or 4% 


* The probability of associated tuberculosis in other abdominal 
organs is greatly increased in the presence of intestinal ulceration. The 
spleen, liver and kidneys are the organs most frequently involved. 


of the activity of the pulmonary lesion and in the 
presence of progressive ulceration elsewhere in the 
bowel. Detailed examinations for evidence ot healing 


Fig. 1.—A, 

The yw had moderate pulmonary ulcerative tuberculosis and minimal tuberculous 
ulceration of the terminal ileum and cecum. 
slight in the single contrast enema film, 
marked mottling of the mucosa of the cecum is seen, as a result of the uneven distri- 
bution of the coating of barium on the ulcerated mucosa. 
ulcerated intestinal mucosa were studied by this method on excised colons obtained 
by autopsies. 
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were not made in our cases, but gross evidence of a 
healed ulcer was seen in only one case. Absence of 
healing has been attributed to the fact that intestinal 
ulceration is a terminal complication and consequently 
the patients do not live long enough for healing to take 
place. That it may be a complication of early pul- 
monary tuberculosis is attested by finding tuberculous 
ulceration of the ileum in four of the twenty-two cases 
in the exudative group; two of the patients had died 
from tuberculous meningitis, one from tuberculous peri- 
carditis, and one from myocarditis and lead poisoning. 
Such evidence would seem to indicate that intestinal 
ulceration is not necessarily a terminal complication but 
is simply not recognized, as a rule, until the patient 
is in an advanced stage of pulmonary and intestinal 
disease. 

A study of the incidence of tuberculosis of the 
abdominal viscera in cases with and without intestinal 
ulceration and its relation to the type of pulmonary 
lesion demonstrates that there is a strong probability 
of the viscera being involved in cases of ulcerative pul- 
monary tuberculosis as well as in miliary tuberculosis. 


single contrast enema; B, double contrast enema of an excised colon. 


The irregularity of the cecal margin is 
whereas in the double contrast» enema film 


Roentgen appearances of 


The viscera most frequently involved were the spleen, 
the liver and the kidneys. The probability of visceral 
tuberculosis is shown to be greatly increased in the 
presence of intestinal ulceration. Healed miliary tuber- 
cles of various abdominal viscera were occasionally seen 
in cases showing a healed pulmonary lesion. 

A number of practical considerations may be evolved 
from this study of 1,000 autopsies. In view of the 
multiple pathologic lesions present in patients who die 
from tuberculosis, it is not difficult to understand why 
the symptomatology of the disease is so obscure. This 
is especially the case with intestinal tuberculosis, in 
which one must consider that not only are several seg- 
ments of the intestinal tract often affected, but in 
addition there is a substantial probability that other 
abdominal viscera, especially the spleen, liver, kidneys, 
peritoneum and suprarenals, are likewise involved. 

When one considers the widespread distribution of 
the disease it becomes at once apparent that such a 
surgical measure as resection of a tuberculous ulcerated 
area of the bowel is highly unpractical. 
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As regards primary hyperplastic tuberculosis or 
tuberculoma of the bowel, one must consider in the 
differential clinical diagnosis that it rarely occurs, 
whereas carcinoma, which it may simulate, is not 
unusual in the tuberculous subject. 

The various complications and associated diseases 
revealed in this analysis cannot be presented at this time. 
From a practical standpoint it is of interest to note 
that perforated tuberculous ulcers were rarely found, 
while peptic ulcer, nontuberculous appendicitis and 
diverticulitis, all with and without perforation, were not 
infrequently noted as complications of pulmonary 
tuberculosis. Among the more commonly noted asso- 
ciated diseases were those of the cardiovascular-renal 
systems, chronic cholecystitis and cholelithiasis, and 
cirrhosis of the liver, all of which must be kept in mind 
in the clinical appraisal of the cases under discussion. 


ROENTGEN DIAGNOSIS 
As an important aid in the diagnosis of ileocecal 
tuberculosis, we would recommend the double contrast 
enema. ‘The barium meal method is more generally used 


Fig. 2.—A, single contrast enema; B, double contrast enema showing minimal cecal 
tuberculosis. The mottling of the barium coating on the ulcerated mucosa of the cecum 
is clearly seen in the double contrast films. 


at present following Sampson and Brown’s work, but its 
reliability depends on such indirect signs as segmental 
irritability and hypermotility. The double contrast 
enema, in addition to retaining these signs, provides an 
accurate demonstration of the actual morbid anatomic 
changes of the diseased segments of the bowel. 

It has been exceedingly difficult to obtain verifica- 
tion, by either operation or autopsy, of early lesions, 
diagnosed roentgenographically. An opportunity for 
checking the diagnosis, however, was afforded by the 
postmortem examination of patients who had died in 
the terminal stages of tuberculosis, many of whom had 
early lesions in one or another segment of the colon, 
usually distal to the advanced lesions in the ileocecal 
areas. From a comparison of the roentgen and post- 
mortem observations in these distal segments in which 
early lesions were present, some fairly reliable impres- 
sion was gained of the value of the double contrast 
studies. 

The following technic is based on an experience of 
more than five years of routine use at Eagleville Sana- 
torium, during which we have had no untoward effects: 

An ordinary enema of barium sulphate and warm water is 
first given and the usual roentgen studies are made, the quantity 
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of injecta being noted. The second roentgen study, which is 
made after evacuation of the injecta, includes notation of the 
approximate amount of residue and its distribution. The third 
phase of the study is carried out by inflating the colon with 
air. A ball valve Politzer bag of known air capacity is used. 
No special rectal nozzle is used, since the ordinary adult size 
hard rubber nozzle is satisfactory except in the presence of a 
fistula or an otherwise damaged rectal sphincter. The colon 
is filled with air under fluoroscopic control. Overdistention is 
avoided by controlling the actual amount of air injected, which 
should never exceed the amount of opaque injecta. When these 
precautions are heeded, examination is no more objectionable 
to the patient than is the simple barium enema. 


The roentgen diagnosis of early lesions is primarily 
based on abnormal outlines and marginal irregularities 
of the colon. In the affected areas a mosaic appearance 
of the mucosal surfaces is seen in the double contrast 
films. This mottling of the thin barium coating on the 
diseased mucosa may be seen in the very early stages 
of ulceration, sometimes before there are appreciable 
irregularities in the outline of the colon. ‘The secon- 
dary signs resulting from irritability and hypermotility 
of the involved areas that may be observed fluoroscop- 
ically strengthen the diagnosis. The older 
lesions may be diagnosed more readily than 
the early lesions because they are larger 
and more widely distributed and show an 
exaggeration of the changes in the colonic 
margins and mucosa, which are strikingly 
discernible in the double contrast films. 
Finally, the double contrast enema is supe- 
rior to the barium meal study because it 
gives fuller visualization of the degree and 
extent of tuberculous involvement, is less 
expensive, takes less time, and is not so 
tiring to the patient. 

The barium meal is still the examination 
of choice to detect stenosis in the jejunum 
and ileum, since it is the only practical way 
of filling the small intestine with opaque 
inaterial. 

If we are correct in assuming that the 
double contrast enema examination will lead 
to a diagnosis of early minimal lesions, it is 
hoped that better therapeutic results will follow in that 
large group of cases presenting chronic ulcerative 
cavernous pulmonary tuberculosis in which this com- 
plication arises. 


SUMMARY AND CONCLUSION 

1. One thousand consecutive autopsies at the Phila- 
delphia General Hospital were analyzed to show the 
incidence of intestinal tuberculosis and its relation to 
pulmonary tuberculosis. 

2. Ulcerative intestinal tuberculosis was shown to 
have its highest incidence in cases of fibro-ulcerative 
cavernous pulmonary tuberculosis. It was so confined 
to this group that one might suspect that there is no 
intestinal ulceration without pulmonary ulceration. It 
was shown to occur in cases of early or exudative pul- 
monary tuberculosis, in which, however, it had its lowest 
incidence (18 per cent). It occurred more frequently 
in women of the Negro race between 20 and 40 years 
of age. It was not observed in any case of chronic 
fibroid or miliary tuberculosis. 

3. Primary hyperplastic tuberculosis or tuberculoma 
of the bowel was not observed in any case. 
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4. Such nontuberculous intestinal lesions as carci- 
noma, peptic ulcer, appendicitis and diverticulitis, all 
with and without perforation, were associated with pul- 
monary tuberculosis. 

5. Cardiovascular-renal disease, chronic cholecystitis, 
eholelithiasis, and cirrhosis of the liver were commonly 
noted diseases associated with pulmonary tuberculosis 
with and without intestinal ulceration. 

6. In view of the uncertainty of the symptoms and 
physical signs of intestinal tuberculosis, we believe that 
a strong inferential diagnosis of the disease can be 
made when one considers it in its relation to the various 
types of pulmonary tuberculosis and as a result of evi- 
dence secured by the double contrast barium enema. 

Rittenhouse Plaza. 


ABSTRACT OF DISCUSSION 


Dr. IrvinG Gray, Brooklyn: The opportunity to study the 
incidence of tuberculosis of the gastro-intestinal tract clinically 
and at the autopsy table was afforded me at the Sea View 
Hospital, Staten Island, where there are more than 1,500 patients 
with pulmcaary tuberculosis. The most frequent site of the 
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SHARP DISSECTION THROUGH AN ESOPHAGOSCOPE: 
REMOVAL UNDER BIPLANE FLUOROSCOPE 
OF BOBBIN IN ESOPHAGUS 


Murvock Egvuenx, M.D., AtLanta, GA. 


The prompt removal of a metallic object caught in the 
esophagus rarely presents difficulties to a surgeon with modern 
training in this specialty. When such an object has been 
impacted over a long period, however, the resultant scarring 
complicates the issue. 


REPORT OF CASE 

A girl, aged 7 years, was referred to me from another state, 
Jan. 10, 1933, with the following history: In the summer of 
1930 she had swallowed a textile machine bobbin. Although 
she duly reported this fact to her parents, no particular attention 
was paid to her story until after many months they noticed that 
she was having difficulty in swallowing and that she had lost 
weight and strength. Two years after the accident the presence 


of the bobbin in the upper part of the esophagus was proved 
by a roentgenogram. Dr. 


N. E. Sellers of Anniston, Ala., 


1.—Anteroposterior view 


showing 
textile bobbin in esophagus. 


intestinal lesion was the terminal ileum. Old and fresh mucosal 
ulcerations were occasionally noted within the same segment 
of the intestine. In the severe cases of the caseous pneumonic 
type, extensive ulcerations of the small bowel have been noted 
sometimes involving the entire bowel as high as the upper coils 
of the jejunum. Tuberculosis in the colon is not common. 
The ileocecal junction is the most frequent site of tuberculosis 
of the gastro-intestinal tract. The presence of tuberculosis of 
the colon is distinctly diminished as one proceeds from the 
cecum to the sigmoid. The double contrast barium enema, 
as suggested by Dr. Boles and Dr. Gershon-Cohen, is of value 
in the type of case in which disease of the colon is suspected. 
As a diagnostic method, it offers more aid than the ordinary 
contrast enema. The authors have called attention to the fact 
that there is no parallel between clinical symptoms and _ the 
extensive pathologic change in the bowel. Gastro-intestinal 
tuberculosis is a common complication of pulmonary tubercu- 
losis and I agree that it is due to the swallowing of tubercle 
bacilli and not to a blood stream infection. The authors are 
probably correct when they state that the involvement of the 
serosa is due to a blood stream infection. In my experience, 
intestinal tuberculosis occurs somewhat more frequently in the 
female than in the male. This may be explained in part by 
studies showing the gastric acidity to be lower in the female 
than in the male. As Van Sandt and others have shown, 
there is a tendency in all the groups for gastric acidity to 
be lower in the female than in the male. 


Fig. 2.—The inflammatory mass surround- Fig. 
ing the bobbin is visible in the lateral view. 


3.—Appearance after the ingestion 
of opaque oil, his shows that the upper 
lumen of the esophagus is separated from the 
bobbin by 1 cm. of scar tissue. 


performed a gastrostomy to prevent starvation and dehydration. 
Her general condition growing steadily worse, in spite of the 
operation, six months later she was brought to Atlanta. 

At the first endoscopic examination it was found that the 
esophagus, markedly dilated for 5 cm., was then completely 
obstructed with dense scar tissue, which showed no sign of 
the lumen. The condition of the esophagus was checked by a 
roentgenogram taken after she had swallowed some opaque oil. 
The plate revealed that the scar tissue separating the upper 
lumen of the esophagus from the bobbin was 1 cm. thick. Since 
it was impossible to find any opening through this, it was out 
of the question to attempt to d.laie the escphagus by ordinary 
measures. To restore a lumen and to remove the bobbin there- 
fore required, in spite of the risk, actual cutting through the 
scar tissue. Laryngoscopic knives were too short to be used 
through the esophagoscope, so a small Bard-Parker handle 
was cut down and fused on a metal rod; a suitable blade com- 
pleted a satisfactory knife. 

Under the guidance of Dr. W. F. Lake by means of a biplane 
fluoroscope, I cut through scar tissue until the bobbin was 
reached. It was then grasped with bronchoscopic forceps, but 
it was so firmly embedded that additional dissection was neces- 
sary to dislodge it. Moderate hemorrhage was controlled by 
the application of epinephrine sponges with pressure. On 
account of the resistance of the proximal scar tissue, I finally 
decided that it was safer to push the bobbin through the rela- 
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tively normal distal esophagus. After working it into the 
stomach, Dr. G. W. Fuller grasped it with forceps inserted 
through the gastrostomy wound and succeeded in removing it 
in spite of the disproportion between the size of the bobbin and 
the size of the opening. Dr. Fuller then passed a string of 
heavy silk to the forceps, which had extruded the bobbin 
through the cardia, and this string was drawn back up through 
the esophagus. The string was leit in place to keep the esopha- 
gus open by retrograde dilation. 

Convalescence was slow but uneventful, and the patient was 
allowed to leave the hospital, May 8. At the time of dismissal 
she was able to drink freely, although she was still experiencing 
a little trouble with a soft diet. Her parents were instructed 
to bring her back for further dilations in the hope of restoring 
the normal function of the esophagus, but so far they have 
not done so. 

COMMENT 

This case serves to illustrate again the importance of prompt 
investigation when a child says that he has swallowed or 
aspirated some unusual object. If this child had been examined 
even within a few weeks of the time she swallowed the bobbin, 
its removal would have been a simple procedure devoid of 
danger. The case further serves to illustrate the necessity for 
fluoroscopic guidance in two planes when an object that cannot 
be seen by direct vision must be removed endoscopically. It 
would have been impossible to locate the bobbin, to cut around 
it or to push it into the stomach without fluoroscopic guidance. 

The case has been of the greatest interest to me in demon- 
strating how great an insult the esophagus can stand. 

Medical Arts Building. 


PERITONEAL REACTION TO LIQUID PETROLATUM 
Jack C. Norris, M.D., anv T. C. Davison, M.D., ATLanta, Ga, 


For many years surgeons have hoped for a method of pro- 
cedure, or a remedy, that would prevent the occurrence of 
adhesions in the peritoneal cavity. In the past some of the 


Fig. 1 (case 1).—General chronic inflammatory reaction occurring in 
omentum. Note vacuolated spaces surrounded by elongated giant cells; 
also note groups of giant cells. Elsewhere are the lymphocytes, fibroblasts 
and other cells. 


substances that have been used are petrolatum, iodine and 
petrolatum, and liquid petrolatum. This paper does not deal 
with the efficiency of those remedies, but it presents a report 


From the Department of Surgery and Pathology, Grady Hospital. 


our. A. M. A, 

Dec. 15, 1934 
of interesting changes of an inflammatory nature that have 
occurred in the peritoneal cavities of two patients. 

In August 1934 Mrs. G. W., aged 53, was undergoing an 
abdominal operation at Grady Hospital. The surgeon (T. C. D.) 
observed a quantity of peculiar chylus-like fluid in the peri- 
toneal cavity. Likewise there was considerable fatty necrosis 
of the omentum. On several areas of the jejunum there were 


Fig. 2 (case 2).—-Vacuoles of varying size with the giant cells about 
them and the specific inflammatory reaction as described in the paper. 
The giant cells are of a foreign body type and in some places are found 
to be completely encircling the oil globules just as though the reaction 
was one of an inclusion body type. 


small, elevated, irregular in size, grayish white granular 
nodules, which tended to spread. When these nodulations were 
removed, they leit a bleeding serosal surface. Similar nodula- 
tions were present in the omentum and were removed. Frozen 
sections of the tissue, examined by the pathologist (J. C. N.), 
revealed the lesions to be of a chronic inflammatory type. 

Further examination of the gross specimens by the patholo- 
gist showed the nodulations to be grayish white, irregular in 
size and very firm, with some elasticity. On pressure, small 
transparent globules were expressed from them, yet these 
globules were not at that time recognized. The paraffin sec- 
tions showed a generalized chronic inflammatory reaction 
characterized by fibrotic overgrowth, areas of round cell col- 
lection, small new formed vessels, few polymorphonuclears, 
small necrotic areas and large vacuolated spaces, which were 
surrounded by elongated foreign body giant cells. In some 
parts of the section the giant cells seemed to aggregate; in 
others they elongated themselves and had become crescent 
shaped as they circled fat vacuoles. The microscopic appear- 
ance was considered one of foreign body reaction. It was later 
ascertained by the surgeon (T. C. D.) that the patient had 
previously been operated on in April 1934 for intestinal adhe- 
sions, at which time 4 ounces (120 cc.) or more of liquid 
petrolatum had been placed in the abdominal cavity in the 
hope that future adhesions would be prevented. This informa- 
tion was important and these facts, with pathologic consulta- 
tions as supporting evidence, convinced us that the nodules in 
the peritoneal cavity of the patient were caused by liquid petro- 
latum. As a matter of general information and record the 
history is herewith briefly presented: 

Case 1—Mrs. G. W., age 53, admitted, Aug. 13, 1934, for 
pain in the abdomen, had undergone two operations prior to 
admission. The first operation was performed in October 1933, 
when a cystic ovary was removed. In April 1934 a second 
operation was done and numerous adhesions were found. 
Before the second operation she complained of severe abdom- 
inal pains, which were augmented after meals, though the 
pain was continuous in character. After eating, distention and 
eructation were sequelae along with the increased pain. The 
second operation brought no relief, the symptoms becoming 
increasingly more severe. 
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The patient was malnourished and emaciated. The abdomen 
was somewhat distended, though not markedly. There was 
some doubt as to whether or not fluid was present, and if so 
there was only a small amount. Two scars were present as 
evidence of previous operations. Abdominal tenderness was 
elicited throughout. 

Chemical examination of the blood, a blood count and uri- 
nalysis gave negative results. The Wassermann reaction was 
negative. 

Drainage from the lesser and greater peritoneal cavity was 
done. General supporting measures were instituted. The 
results were excellent, with rapid recovery of the patient. 

At a later date, while discussing the interesting peritoneal 
reaction, Dr. Davison recalled another case: 

Case 2.—A woman, aged 17, single, complained of pain in 
a previous abdominal scar. She had been operated on in 1932 
for cystic oophoritis and abdominal adhesions. She had had 
a ruptured appendix in 1930. These operations had produced 
considerable scarring. Oil was poured in the abdominal cavity 
in 1932 following the second operation. 

In 1934 she came to the hospital complaining of a localized 
pain in the extreme end of the previous incision. This pain 
was intensified by walking, riding and dancing, and was occa- 
sionally accompanied by nausea but no vomiting. 

Examination led to the impression of hernia or adhesions. 

Blood and urine analyses were negative, including a Wasser- 
mann test and cellular study. 

The diagnosis was made of recurrent abdominal adhesions 
involving the previous wound scars. Operation was performed 
(T.C. D.), and the surgeon observed a mass 1 inch in diameter 
attached to the peritoneal wall and lower end of the incision; 
elsewhere throughout the parietal and visceral wall were 
innumerable nodules varying in size from 1 mm. to 2 cm. 
Several were removed for histologic study. They resembled 
malignant nodules and were thought to be sarcomatous metas- 
tases. Recovery was uneventful, and at present the patient 
has had no return of symptoms. 

In this patient the nodules were similar in color and con- 
sistency to those in the first patient yet were larger and more 
diffuse and resembled malignant metastases. The pathologist 
reported the lesion as one of sarcoma. The patient had an 
uneventful operative course and appeared quite well when 
released from observation. Four roentgen treatments were 
given. She continued in good health and this fact seemed 
inconsistent with the previous diagnosis of general sarcoma- 
tosis. Another study of the tissue sections showed an inflam- 
matory reaction almost identical with the pathologic changes 
observed in case 1. The photomicrographs illustrate the tissue 
changes. 

Since the observation of these lesions, more cases of the 
same type are being recognized, and it seems that many sur- 
geons have been using liquid petrolatum to prevent adhesions. 


SUMMARY AND CONCLUSIONS 


1. Two patients had peculiar abdominal symptoms. Liquid 
petrolatum had previously been instilled in the peritoneal 
cavity of each patient. 

2. Later operations in each case disclosed a chronic specific 
type of inflammation in which the histologic reaction of the 
two were similar. 

3. We feel with the facts at hand at present that liquid 
petrolatum is responsible in each instance for the inflammatory 
reaction in the peritoneal cavities. 

4. Based on the experiences and observations so far as 
observed and reported, we feel that liquid petrolatum should 
not be placed in the peritoneal cavity. 


Distinction Between Science and Art.—Art looks to 
symptoms and occasions, science to evidence and cause. Art 
is therapeutic and prognostic, science is diagnostic. Art has 
a method whereas science has a system. Art looks in the 
main to function while science looks to structure. Art runs 
for the stomach pump while science studies the phenomena of 
poisoning. Art submits to be ignorant of much while science 
submits to be ignorant of nothing. Art acts while science 
speaks.—Blumer, George: Some Discursive Remarks on Bed- 
side Diagnosis, Yale J. Biol. & Med. 6:571 (July) 1934. 
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Special Article 


ALTHOUGH A NUMBER OF BACTERIOPHAGE AND ANTIVIRUS PRODUCTS 
HAVE APPEARED ON THE MARKET DURING THE PAST SIX YEARS, RELATIVELY 
FEW HAVE BEEN SUBMITTED TO THE CoUNCIL ON PHARMACY AND 
CHEMISTRY. NONE HAVE BEEN ACCEPTED FOR INCLUSION IN NEW AND 
NONOFFICIAL REMEDIES. INQUIRIES FROM PHYSICIANS, HOWEVER, AND 
THE ADVERTISEMENTS OF MANUFACTURERS INDICATE THAT THE EXPLOITA- 
TION OF THESE PREPARATIONS IS SUFFICIENT TO WARRANT THE PUBLICA- 
TION OF A REPORT ON THEM. AS THE SUBJECT IS RELATIVELY NEW AND 
OBSCURE, AND AS THE PUBLISHED ACCOUNTS OF BACTERIOPHAGE THERAPY 
ARE CONFLICTING, IT IS OBVIOUS THAT A REPORT LIMITED TO COMMENTS 
ON THE COMMERCIAL PREPARATIONS WOULD HAVE ONLY A RESTRICTED 
USEFULNESS, BELIEVING THAT PHYSICIANS DESIRE A MORE EXTENSIVE 
PRESENTATION OF INFORMATION AB@UT BACTERIOPHAGE AND THE PRIN- 
CIPLES AND POSSIBILITIES OF BACTERIOPHAGE THERAPY, THE COUNCIL ON 
PHARMACY AND CHEMISTRY HAS AUTHORIZED THE PUBLICATION OF THIS 
REVIEW. IN ADOPTING THIS REPORT THE COUNCIL EXPRESSED APPRECIA- 
TION OF THE EXCELLENT WORK OF Drs. EATON AND BayNE-JONES. 
THE FIRST PART OF THIS REVIEW APPEARED IN THE JOURNAL LAST WEEK; 
IT WILL BE CONCLUDED IN THE NEXT ISSUE. 


Paut Nicwotas Leecnu, Secretary. 
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Bacteriophage Treatment in Other Suppurative Con- 
ditions —The various accounts of the treatment of sup- 
purative conditions with bacteriophage include cases in 
which the colon bacillus or staphylococcus, separately 
or together, were involved. In cases of mixed infec- 
tions mixed bacteriophages, polyvalent for colon bacil- 
lus and staphylococcus, were used. 

There have been a number of reports of the success- 
ful use of bacteriophage in the treatment of infected 
wounds. McKinley ** reported good results in the 
treatment of three staphylococcic wound infections but 
noted marked reactions even when the bacteriophage 
was applied in the form of a wet dressing. Rice ** 
records excellent results in forty of forty-four wound 
infections, Dutton,®® good results in forty cases. In 
these cases the bacteriophage was instilled into the 
wound or applied in the form of a wet dressing. Boyce, 
Lampert and McFetridge ®° treated forty-six wound 
cases with only two failures. Schultz ** reports that 
eight of seventeen wound infections were “improved” 
by the use of bacteriophage. MacNeal ** also reports 
favorable results in the treatment of B. coli and 
staphylococcic wound infections. 

Similar good results have been reported in the treat- 
ment of abscesses and cellulitis by bacteriophage 
(Sauvé,*® Rice ** and Boyce, Lampert and McFet- 
ridge ®*). Rice states that he has had the best results 
in abscesses that have not been opened. In these cases 
the bacteriophage is repeatedly injected into the abscess 
with a fine needle until liquefaction of the pus occurs. 
Incision and drainage are then followed by prompt 
healing. Many of the cases described are said to have 
been of long standing with no relief from therapeutic 
measures other than the bacteriophage. 
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Successful treatment of a number of cases of peri- 
tonitis and appendical abscesses by instillation of bac- 
teriophage has been reported by Rice ** and Rixford.’” 
Ruddell, Sicks and Loomis ** report the results of treat- 
ment of twenty-seven cases of ruptured appendix with 
local or general peritonitis. In these cases the bac- 
teriophage preparation was left in the peritoneal cavity 
after operation. Three of the twenty-seven patients 
so treated died. The others convalesced at various 
rates, depending on the severity of the infection. 

Other suppurative conditions treated by bacterio- 
phage include infections of the nasopharynx (Théobalt 
and Moline,”* McKinley ** and Rice ), lung abscesses 
(McKinley ™), puerperal sepsis (Rice,°? Ruddell, Sicks 
and Loomis,”* MacNeal and hordeolum and other 
eye infections (Town and Frisbee *° and Larkum °°). 

Several other investigators besides those already cited 
have treated large series of cases of suppurative con- 
ditions. Dalsace, Hauduroy and Camus *' treated 154 
cases of staphylococcic infection with local injection and 
wet dressings of bacteriophage. They observed an 
average of 76 per cent of permanent cures in about four 
to five days. Chronic infections were the least affected. 
Bazy ** treated all sorts of surgical infectious with 
bacteriophage. He observed good results in staphylo- 
coccic infections only and believes that the action may 
be due to the bacterial products contained in the lytic 
filtrates. Sauvé*® reported that in 200 cases of 
staphylococcic and B. coli infections treated by bac- 
teriophage there were only eight failures, cures being 
obtained in from five to ten days. In many cases cures 
were obtained in less than three days in conditions that 
usually required much longer to heal. This author also 
believes that substances in the filtrates other than the 
bacteriophage may play a part in the therapeutic effect. 
Christ ** also reports cures in cases of staphylococcic 
and B. coli infections treated by the usual methods 
of surgical intervention as well as by bacteriophage. In 
some instances striking cures occurred in cases in which 
previous surgical therapy had failed. 

It is impossible to read these many reports of the 
successful bacteriophage treatment of suppurative con- 
ditions without feeling that a great many of the authors 
are extremely uncritical. It is difficult to believe that 
success in from 95 to 99 per cent of cases has been due 
to a therapeutic agent that has proved so disappointing 
in the more critically conducted laboratory experiments. 
A consideration of many of the detailed case reports 
of what are stated by the investigators to be dramatic 
cures reveals that the process of recovery has not run 
an unusually swift cotrse. Many of the conditions 
treated are self limiting, and, in those which are not, 
the usual methods of surgical intervention have been 
practiced. The fact that the patient recovered has, 
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therefore, little significance. The speed of recovery 
as compared with other similar conditions not treated 
by bacteriophage may have some significance, but it is 
well known that many suppurative conditions may show 
prompt improvement in from twenty-four to forty-eight 
hours, especially after drainage has been instituted. The 
prevention of recurrence in such conditions as furuncu- 
losis and the healing of chronic suppurative conditions 
of long standing under bacteriophage therapy are per- 
haps the most convincing effects observed. These effects 
could well be due to the action of bacteriophage filtrates 
as vaccines. 

A number of the investigators cited have tested their 
bacteriophages for potency against the infecting organ- 
isms from each case. When resistant forms were 
involved, the therapy was generally found to be without 
effect. Apparently some investigators have used stock 
or commercial preparations and reported good results 
when they were not certain that the bacteriophages used 
were active. For example, Boyce and his associates,*® 
and Ruddell and his collaborators,"* used bacteriophage 
preparations supplied by a commercial firm. They 
reported good or dramatic results in a considerable 
series of infections including peritonitis, furunculosis, 
abscesses and wounds, as already described. However, 
Straub and Applebaum ** found that samples of bac- 
teriophage preparations from the same company in the 
same year contained preservatives (which may destroy 
bacteriophage) and that the staphylococcus preparation 
contained a weak lytic agent, but there was no detectable 
lytic activity in the streptococcus or streptococcus-colon 
bacillus bacteriophage preparations. 

Of the various suppurative conditions treated by bac- 
teriophage, the results with furunculosis and staphylo- 
coccic abscesses seem most convincing. Acne and other 
pyodermias and osteomyelitis have apparently not 
responded very well. The reports concerning the septi- 
cemias and peritonitis are not very convincing, since 
there seems to have been little change in the mortality 
in these diseases as a result of bacteriophage therapy. 
Too few cases of staphylococcic meningitis treated by 
bacteriophage have been reported to warrant any con- 
clusions. The use of the bacteriophage in infected 
wounds and other suppurative conditions appears, in our 
opinion, to require a more critical investigation before 
the therapeutic value of the agent in these cases may 
be claimed. Staphylococcic infections in general appear 
to have responded the best to bacteriophage therapy, 
B. coli infections to a less extent, and streptococcic 
infections very little or not at all. 

Bacteriophage Therapy in Infections of the Urinary 
Tract.—In general the accounts of bacteriophage therapy 
in urinary infections are not as enthusiastic as those 
of the treatment of some of the suppurative conditions 
already described. In the majority of cases B. coli was 
the infecting organism, sometimes mixed with staphylo- 
coccus and other bacteria. 

From a consideration of the various papers it is evi- 
dent that only certain cases of urinary infection are 
suitable for treatment with bacteriophage. Bacterio- 
phage resistant organisms occur very frequently. 
Larkum * found that the urines of only 40 per cent 
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of the patients examined by him contained susceptible 
organisms, and per cent contained bacteriophage. 
Caldwell *® made a study of 112 infected urines. Of 
these, twelve contained gram-positive spore bearing 
bacilli, and seventeen contained organisms of the 
B. pyocyaneus group. Of 100 urinary cultures of non- 
spore forming organisms, 74 per cent were lysed with 
bacteriophage from sewage filtrates and 7 per cent 
were not lysed. Twenty-six of these 100 urines con- 
tained native bacteriophage in association with every 
cultural group of organisms and cultures in every state 
of dissociation and all degrees of sensitiveness to lysis. 
Apparently contact of organisms and bacteriophage in 
the urinary tract did not necessarily produce forms 
resistant to lysis by other races of bacteriophage derived 
from sewage. 

MacNeal ™ and Cowie *’ have emphasized the impor- 
tance of bringing the reaction of the urine near to 
pu 7.0, by administering sodium citrate, before bacterio- 
phage therapy is attempted. The acid reaction of many 
urines is sufficient in itself to inhibit the lysis of bacteria 
by bacteriophage. 

Bacteriophage therapy has generally been found use- 
less in pyelitis or cystitis secondary to some other dis- 
ease of the urinary tract. Thus in abscesses of the 
kidney, obstruction, renal calculus, hydronephrosis, and 
renal tuberculosis, other measures are more effective, as 
stated by Hinman ** and Ravina.*® MacNeal, Frisbee 
and Applebaum ** have recommended the intravenous 
use of bacteriophage in genito-urinary infections in 
which the lymph spaces or renal cortex are involved. 
They believe that successful bacteriophage therapy in 
urinary infections proceeds from above downward. 

The methods of treatment of urinary infections with 
bacteriophage are quite varied. Probably the best results 
have been obtained by combined subcutaneous injections 
and irrigations of the bladder and renal pelvis with 
bacteriophage, as described by MacNeal.*' Intramus- 
cular and oral administrations have also been used. 

Dalsace,*® using the oral, intramuscular and subcuta- 
neous routes, cured six out of nine cases of staphylo- 
coccic urinary infection and obtained cures in two and 
improvement in eight out of twelve cases of B. coli 
infection, in which the organisms were sensitive to lysis 
in vitro. In two cases of staphylococcus and five cases 
of B. coli infection the organisms were resistant, and 
treatment failed. Munter and Boenheim * treated thir- 
teen cases of cystitis in infants and children by intra- 
muscular injection of B. coli bacteriophage, observed 
a marked reaction in three cases and obtained no influ- 
ence on the course in nine out of the thirteen cases. In 
several cases the organisms were resistant to lysis. 
Zdansky ** treated twenty cases of cystitis by intro- 
ducing bacteriophage into the washed bladders. Six 
cases were cured. Three of these had not been treated 
exclusively by bacteriophage, and these three had long 
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resisted other measures. Cowie * treated eleven cases 
by subcutaneous injections. Six acute cases were cured 
bacteriologically in from three to five days and dis- 
charged with sterile urine at six, seven, twenty-six and 
seventy days. Five of these had previously been given 
urinary antiseptics. Four chronic cases were tempo- 
rarily relieved, showing sterile urines, but later pre- 
sented recurrences. In one case there was no effect 
in the first treatment but the urine became sterile and 
remained so for seven days after a second course of 
treatment. All the chronic cases had previously received 
other forms of treatment. 

Frisch ** and Voss “* reported good results in the 
bacteriophage treatment of chronic cases of urinary 
infection. Christiansen,*> however, records only fair 
results in the treatment of chronic pyelitis with bac- 
teriophage. He states that better results might be 
obtained if due regard were paid to the presence of 
resistant forms and the reaction of the urine. 

Krueger, Faber and Schultz ® report a series of 
eighty-nine carefully studied cases of urinary infection 
in children. The causative organism was identified in 
each case and tested for lysis by the bacteriophage on 
hand. Only cases presenting bacteriophage sensitive 
organisms were treated. Autogenous lytic filtrates were 
used in the treatment of about half of the cases. When 
only slight lysis occurred the activity of the bacterio- 
phage was increased by serial passage through several 
cultures of the infecting organism. Tests for naturally 
occurring bacteriophage in the urines were made with 
susceptible cultures of B. coli, Shiga dysentery bacillus, 
and staphylococcus. Of twelve acute cases, only one 
was caused by a resistant colon bacillus, whereas among 
seventy-seven chronic cases forty-two were infected 
with resistant organisms. Treatment consisted of sub- 
cutaneous injections and instillations into the bladder. 
Of sixteen chronic cases treated by pooled bacterio- 
phage, three cases showed prompt recovery, and eleven 
gradual recovery, and two failed to respond. Among 
nineteen chronic cases treated with autogenous prepara- 
tions of bacteriophage there were one prompt recovery, 
fourteen gradual recoveries, and four failures. In 
twenty-five patients the gradual recovery was not 
clearly attributed to the bacteriophage. These authors 
administered alkalinizing drugs in eight cases of acute 
urinary infection. Five patients reacted unfavorably 
with no appearance of bacteriophage, three recovered 
rapidly and the urine of each of these three patients 
contained a native bacteriophage that lysed completely 
the causative organism originally isolated. This obser- 
vation indicates that alkalinization of the urine may 
facilitate the natural occurrence of bacteriophage. Six 
cases of chronic pyelocystitis were treated with purified 
bacteriophage containing a minimum of bacterial pro- 
tein. In none of these cases was any effect observed 
with the purified bacteriophage preparations, but all six 
of these cases later responded to treatment with unpuri- 
fied bacteriophage. These observations of Krueger, 
Faber and Schultz leave considerable doubt as to how 
much if any value may be attributable to the bacterio- 
phage itself as a therapeutic agent in urinary infections. 
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Schultz ®* presents the following summary of the 
clinical results reported to him by physicians to whom 
bacteriophage had been supplied: 


Of 151 cases of chronic B. coli pyelitis or cystitis, 
seventy-two were cured or improved, seventy-nine 
unchanged. In seventeen of the cases reported improved 
there were recurrences. In forty-two cases there seemed 
to be no question as to the immediate response to the 
treatment, and all these cases with two or three excep- 
tions seem to have been free of anatomic disturbance. 
On the other hand, among the seventy-nine cases which 
failed to respond, associated pathologic conditions ‘were 
present in a considerable number. Larger quantities 
of bacteriophage up to 50 cc. instilled into the urinary 
tract seemed to produce better results. Thirty-five of 
the forty acute cases responded promptly, twenty-seven 
of these becoming clear within forty-eight hours. In 
cases of cystitis and pyelitis caused by organisms other 
than B. coli, two of four cases of staphylococcic infec- 
tion, and two of Streptococcus: faecalis infection 
responded promptly. No results were obtained in cases 
of hydronephrosis and pyonephrosis. In prostatitis and 
seminovesiculitis caused by staphylococcus, two of seven 
cases were improved by bacteriophage treatment. Two 
cases of B. coli prostatitis treated by instillations into 
the bladder responded within forty-eight hours. 

Cline ** has also reported the successful treatment of 
twelve cases among fourteen of pyelitis in children by 
subcutaneous injection of B. coli bacteriophage. The 
author points out that most cases of pyuria in children 
respond well to careful medical management, but he 
also hopes that the use of bacteriophage may reduce the 
number of cases which ultimately require surgical inter- 
vention. 

The mechanism of the therapeutic action of bacteri- 
ophage in certain cases of urinary infection is as little 
understood as it is in other infections. Caldwell *° 
found that bacteriophage administered by subcutaneous 
injection and instillation into the bladder could be 
detected in infected urines but disappeared when the 
urine became sterile. In many cases there was a simul- 
taneous occurrence of bacteria and bacteriophage and 
in some cases the bacteriophage persisted for months 
after the treatment was discontinued. Larkum * found 
that artificial introduction of bacteriophage into the 
body resulted in the transitory presence of the lytic 
agent in the urine, but that this usually disappeared in 
twenty-four hours. These observations of Caldwell and 
Larkum indicate that bacteriophage persists in the urine 
only when strains of bacteria susceptible to or capable 
of carrying the bacteriophage without lysis are present. 
Under ordinary conditions the constant dilution of the 
bladder contents would tend to wash out the bacterio- 
phage in a short time, as pointed out by Zdansky.” 

The inhibitory action of colloidal substances in the 
urine and the production of resistant forms of bacteria 
seem to present the real problems of bacteriophage 
therapy in uncomplicated urinary infections. Larkum 
is of the opinion that bacteriophagy can occur in the 
bladder but that the process is probably not identical 
with that in the test tube. Caldwell found that many 
of the bacteria resistant to one race of bacteriophage 
could be lysed by bacteriophage from another source. 
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The possible role of immunization in the therapy is 
also noted by Ravina,*® who fo-ind that stock vaccines 
or autogenous vaccines gave good results in urinary 
infections. 

It must also be noted that the uncomplicated chronic 
and acute cases which respond best to bacteriophage 
therapy are often very readily cured by other mea- 
sures, whereas many of the cases that do not respond 
to this therapy may often be cured by suitable surgical 
or medical treatment. Recurrences of infection after 
bacteriophage therapy are apparently very frequent. 

Pelouze and Schofield *°° stated that they produced 
a bacteriophage active against the gonococcus. They 
observed that water extracts of ten-day old cultures of 
the organisms on hydrocele fluid agar contain, after 
filtration through a Berkefeld filter, an agent that kills 
suspensions of the gonococcus in hydrocele fluid in 
from five to twenty-four hours. The active agent is 
termed * ‘gonophage.” Pelouze and Schofield state that 
the “gonophage” is transmissible in series by subcultur- 
ing from organisms that have been subjected to the 
action of the filtrates for thirty minutes but have not 
been killed. Addition of unfiltered suspensions of these 
organisms to suspensions of normal gonococcus kills the 
latter in twenty-four hours. The “gonophage” is said 
to be strictly species specific and the gonococcus is not 
affected by B. coli or staphylococcus bacteriophages 
made in the same way as the “gonophage.” The 
“gonophage” is active in dilutions of 1:1,000. The 
gonococci in the suspensions used were not actively 
growing, and Pelouze and Schofield were unable to 
demonstrate any distinct clearing of the suspensions or 
any plaque formation in gonococcus colonies on agar. 
No attempts to transmit the “gonophage”’ in series by 
filtrates of cultures acted on by it, as may be done with 
true bacteriophages, are reported. Forty patients with 
acute gonorrhea were treated by subcutaneous injection 
of the “gonophage.” Although some results that might 
be considered favorable were obtained, on the whole the 
course of the disease was not shortened or changed. 
Instillation of the “gonophage” into the urethra resulted 
in a purulent response and edema, which Pelouze and 
Schofield believe to be due to a gonotoxin contained in 
the filtrates. 

Schmidt-Labaume and Fonrobert *°" and Balozet and 
Lepinay **? have also observed the occurrence of a 
growth inhibiting substance in filtrates of gonococcus 
cultures and gonorrheal discharges, but this substance 
was not transmissible in series. These investigators 
were unable to demonstrate the production of gono- 
coccus bacteriophage either in test tube or animal 
experiments. 

There is no convincing evidence that a bacteriophage 
against the gonococcus has yet been discovered. 

Schultz ** has suggested the use of bacteriophage 
against the secondary invaders, such as staphylococcus 
in gonorrhea, but so far the number of cases treated 
in this way has not been large enough to warrant any 
conclusions. 

Bacteriophage in the Treatment of Enteric Diseases. 
—Bacteriophage has been used quite extensively in the 
treatment of typhoid and paratyphoid fever, the bacil- 
lary dysenteries, and cholera. In the majority of cases 
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the lytic agent has been administered by mouth. Appar- 
ently few of the investigators using this method of 
treatment have taken the trouble to investigate the pos- 
sible destructive action of the acid gastric juice on the 
bacteriophage and the inhibitory action of various 
secretions of the gastro-intestinal tract. Riding ** 
reports that dysentery bacteriophage was not destroyed 
by hydrochloric acid at py 3, but he found that intes- 
tinal mucus inhibited its action. Arnold and Weiss '°* 
showed that bacteriophage was not destroyed by tryp- 
sin, although Wollman '** showed that certain races of 
Shiga bacteriophage were inhibited by trypsin, while 
other Shiga bacteriophages and the B. coli bacterio- 
phages were not. As previously stated, bile is inhibi- 
tory to the lytic action of bacteriophage. From the 
evidence that can be found, it appears that the various 
substances in the gastro-intestinal tract may or may not 
have inhibiting actions, depending on the race of bac- 
teriophage used and the physiologic state of the patient 
at the time of treatment. When the bacteriophage is 
given by subcutaneous or intravenous injection, its 
action on bacteria in the wall and lumen of the intestine 
might be less subject to inhibition, provided it is actu- 
ally excreted into the intestine; but this point has not 
yet been adequately proved. 

Although bacteriophage is readily recovered from the 
feces of man and animals, there is little evidence as to 
what extent lysis of bacteria occurs in the intestinal 
canal. d’Herelle is of the opinion that the recovery 
from certain diseases, such as typhoid, dysentery and 
cholera, is due to the development of bacteriophage, 
which then destroys the causative organisms. He states 
that he proved this contention by the frequent demon- 
stration of bacteriophage in the stools of convalescents. 
It has been shown by a number of investigators, how- 
ever, that bacteriophage may occur in the intestine of 
patients dead of enteric diseases, and that in conva- 
lescents no bacteriophage may be demonstrable. Exam- 
ples of this have been furnished by Hauduroy,'’® 
Lisbonne and Boulet,’°* Taylor, Greval and Thant,'® 
and Burnet, McKie and Wood. 


Bacteriophage in the Treatment of Typhoid and 
Paratyphoid Fever—Beckerich and Hauduroy were 
among the first to use bacteriophage in the treatment 
of these diseases. They administered bacteriophage 
by mouth and subcutaneous injection in five cases of 
typhoid and in two of paratyphoid, with two failures 
and several questionable responses. Smith "!” treated 
seven cases of typhoid by bacteriophage and obtained an 
improvement in symptoms in five cases that showed 
negative blood cultures. In the two cases with positive 
blood cultures no response was observed. Violle and 
Roure 7 observed marked reactions consisting of rise 
in temperature and chills after oral administration of 
bacteriophage to patients with typhoid. In some cases 
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bacteriophage was detected in the blood twenty-four 
hours after treatment. Only questionable responses 
were obtained. Cowie‘ treated several cases of typhoid 
with typhoid bacteriophage isolated from the stools of 
convalescent scarlet fever patients but obtained no bene- 
ficial results. He found that the bacteriophages isolated 
from scarlet fever patients were more active against the 
typhoid bacillus than those isolated from typhoid 
patients. Rutschko and Melnik *!? treated seventeen 
cases of typhoid by subcutaneous bacteriophage injec- 
tions and fifty-two by oral administration of bacterio- 
phage. In most cases the treatment was given in the 
second or third week of the disease. Reactions indi- 
cated by diarrhea, reappearance of rose spots and 
increased pyrexia followed the administration of the 
bacteriophage. This was generally followed by a fall 
in temperature and relief of symptoms. These effects 
were noted in about 50 per cent of the cases. The 
cases least affected were those treated by mouth. In - 
the sixty-nine cases treated by bacteriophage there 
were four deaths, a mortality rate of 5.8 per cent. The 
mortality rate in cases not treated by bacteriophage 
was from 7.5 to 8.5 per cent. Gernez and Breton *'* 
treated eight cases of typhoid and paratyphoid fever by 
intravenous injection of bacteriophage freed from all 
but traces of protein by electrophoresis. This prepara- 
tion gave no reactions, but a fall in temperature and a 
rapid disappearance of symptoms were noted. One case 
was cured in five days. Dutton °* obtained marked 
improvement in nine cases of typhoid and no effect in 
nine others. Strains from several of the improved 
cases were found to be resistant to the action of the 
bacteriophage used. 

This brief summary of some of the literature on the 
treatment of typhoid with bacteriophage indicates that 
this agent has, apparently, no striking effect on the 
course of the disease except perhaps on the production 
of reactions followed by temporary relief. Especially 
is this the case in patients treated by injection of the 
lytic agent. 

Bacteriophage in the Treatment of Bacillary Dysen- 
tery.—Like the accounts of the bacteriophage treatment 
of typhoid, the reports of the therapeutic value of 
bacteriophage in dysentery are conflicting and for the 
most part inconclusive. Spence and Mckinley treated 
twenty proved cases of dysentery, nine due to Shiga 
bacillus and eleven to the Flexner type, with a bac- 
teriophage lytic for the organisms and administered 
in doses of 10 cc. by mouth three times a day. At the 
same time twelve cases were treated by the usual 
methods. The average time, after onset of the disease, 
at which treatment was begun was 3.1 days. In the 
bacteriophage treated cases the average time of recovery 
from the beginning of treatment was 5.8 days and the 
mortality was 10 per cent. In the twelve patients not 
receiving bacteriophage the recovery time was 12.8 days 
and the mortality 40 per cent. Compton '"®> summarized 
the results reported by physicians who used a polyvalent 
bacteriophage in the treatment of sixty-six cases of 
bacillary dysentery. In thirty-five cases there was a 
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reduction of the number of stools to two or three a day 
and marked general improvement by the second day. 
In sixteen cases there was some reduction in the number 
of stools and slight or no general improvement. In 
fifteen cases there was no effect by the fourth day 
after treatment, or death occurred. The treatment was 
seldom successful in children under 1 year of age. 
Failures varied from 22 to 46 per cent in the age group 
1 to 10 years. No complete failures in patients over 
10 years of age were reported. Early treatment before 
the third day gave only 10 per cent of failures, while 
in cases treated after the fourth day there were from 
35 to 50 per cent of failures. Taylor, Greval and 
Thant ?°* observed the effects of oral administration 
of bacteriophage of high activity to twenty-six cases of 
proved bacillary dysentery and compared the results 
obtained with twenty control cases, the stools being 
tested daily for bacteriophage. Despite the presence 
of bacteriophage of higher activity in the stools of 
treated patients, as compared with the controls, no 
inaterial difference was observed in the progress of the 
patients in regard to either duration or mortality. A 
detailed examination of cases showed no relationship 
between the incidence of bacteriophage, either naturally 
developed or artificially administered, and the progress 
of the case. Riding ** treated a series of forty proved 
cases of dy sentery W ith a highly active bacteriophage 
supplied by d’Herelle. Eight cases served as controls. 
The bacteriophage was administered by mouth. No 
dramatic results of the treatment were demonstrated. 
Riding could not detect bacteriophage in the stools 
of normal individuals who had received 4 cc. by mouth. 
London ?"* reports treating orally with bacteriophage 
a series of 141 cases of dysentery which were not 
diagnosed bacteriologically. Seventy-two control cases 
were treated with emetine and saline. In the group 
receiving bacteriophage the mortality was 8.5 per cent 
and the average duration twenty-one days. In the group 
receiving emetine and saline the mortality was 12.5 
per cent and the average duration eighteen days. The 
lack of proper bacteriologic control to differentiate 
amebic from bacillary dysentery in this series of cases 
makes the results less significant than they might have 
been. Kessel and Rose treated alternate cases with 
bacteriophage by mouth in a series of sixty-eight cases 
of Flexner type dysentery, mostly in infants. Cases 
caused by bacteriophage resistant organisms were not 
included in the first series of twenty-two cases in which 
isolation of the organism and tests for in vitro bac- 
teriophages were done before bacteriophage was given 
an average of four days after admission. In the second 
series of forty-four cases stock bacteriophage was 
administered immediately after hospitalization. All 
patients received the same routine systemic treatment. 
No difference in the course of the disease or the mor- 
tality (four deaths in the treated and three in the 
untreated group) could be detected in the thirty-four 
treated cases as compared with the thirty-two untreated 
cases. Administration of bacteriophage by enema was 
also without effect. These authors also quote a report 
by Asheshov, Taylor and Morison,''* who observed 
fifteen deaths in fifty-seven bacteriophage treated cases 
and fifty deaths in ninety-two untreated cases. 
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These results indicate that, despite the enthusiastic 
predictions of d’Herelle, the oral administration of 
bacteriophage in cases of bacillary dysentery has little 
effect. Injections of bacteriophage appear to have been 
tried only rarely in these diseases. Some of the work 
indicates that bacteriophage administered by mouth in 
cases of dysentery may at least occasionally be excreted 
in the feces, but it is doubtful whether any lysis of the 
causative organism in the intestine actually occurs. 
Despite these inconclusive results Charnock ™® has 
recently stated in a review that the use of bacteriophage 
has met with greatest success in enteric diseases and 
that it is used as the sole treatment for bacillary dysen- 
tery in Brazil by Da Costa Cruz. (See also d’Herelle.**) 

Bacteriophage in the Treatment of Cholera.—A short 
review of several papers on this subject is included 
here because d’Herelle’s '*° reported dramatic successes 
in the treatment of cholera are often cited by authors 
seeking to establish the therapeutic value of bacterio- 
phage. d’Herelle, as a result of the study of cases of 
cholera in India, reported that mortality in bacteriophage 
treated cases was 8 per cent and in untreated cases 
62 per cent. He claims to have stopped epidemics of 
cholera in certain localities by adding cholera bacterio- 
phage to the drinking water. He also believes that the 
cholera bacteriophage is disseminated through the 
excreta of treated and convalescent patients, thus 
“propagating recovery.” 

More recently Morison '*' has attempted to confirm 
these conceptions of d’Herelle. Two areas in India were 
selected, one of these was used as a control, and in 
the other bacteriophage was dispensed for the treat- 
ment of all cholera cases. In 1930 sixty-three cases 
were treated with bacteriophage. During the latter half 
of 1930 and all of 1931 there was no epidemic of 
cholera in the bacteriophage treated area, whereas in 
the control district there were four small epidemics 
in the same period of time. At the time the report was 
published the results were not conclusive but it has been 
reported in an unpublished communication that since 
1930 there have been numerous cases of cholera in 
the control area and none in the area where bacterio- 
phage was used. 

Taylor, Greval, and Thant,?*? using a cholera bacterio- 
phage of maximum activity, observed a mortality of 57 
per cent in fourteen treated cases of cholera compared 
to a mortality of 53 per cent in a group of nineteen 
controls. Alternate cases were treated and stools were 
examined for the presence of cholera vibrio and bac- 
teriophage. In the majority of cases that recovered no 
bacteriophage active for the causative organism was 
found in the stools. The authors conclude that recovery 
from cholera is independent of the action of bacterio- 
phage and the therapeutic administration of bacterio- 
phage is without effect. Souchard '** has also attempted 
to confirm the work of d’Herelle. This author used a 
bacteriophage supplied by d’Herelle, prepared it in the 
same way and increased its activity by serial passages 
through cholera vibrio cultures. Oral administration 
of 6 cc. in unselected cases was done just as d’Herelle 
had described. Despite all these precautions to imitate 
the methods used by d’Herelle, the mortality in a group 
of twenty-seven treated cases was 89 per cent, only 
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three recoveries being obtained. This mortality was 
identical with the prevailing mortality in untreated 
cases at the same time in the same locality. This author 
did observe, however, that in some cases, when admin- 
istered early in the disease, the bacteriophage appeared 
to cause a temporary remission in symptoms and pro- 
longed life, although the end result was the same as in 


untreated cases. (To be continued) 
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Note.—/n their elaboration, these articles are submitted to 
the members of the attending staff of the Cook County Hos- 
pital by the director of therapeutics, Dr. Bernard Fantus. The 
views expressed by various members are incorporated in the 
final draft for publication. The series of articles will be con- 
tinued from time to time in these columns.—Eb. 


THERAPY OF CHANCROID AND BUBO 
DIAGNOSIS 


A few days after exposure there is a soft, flabby 
erosion and then an ulcer, which is inflammatory, pain- 
ful and tender. It may be single or multiple and has 
an irregular, undermined border and an uneven base 
covered by a dirty purulent exudate. The strepto- 
bacillus of Ducrey can be found in the exudate. 

Chancroid and its bubo must be differentiated from 
(1) syphilitic infection, (2) fusospirochetal balanitis, 
(3) granuloma inguinale, (4) lymphogranulomatosis 
inguinalis, (5) herpes progenitalis and (6) epithelioma. 

1. Every ulcer on the genitalia of a sexually active 
person should be considered a syphilitic chancre until 
proved otherwise and no treatment should be addressed 
to it until an absolute diagnosis has been made. In 
untreated cases, dark field examination for Spirochaeta 
pallida is positive in more than 90 per cent of syphilitic 
cases even on first examination. If the ulcer has 
received treatment, especially with mercury prepara- 
tions, this should be removed, the sore cleansed and 
kept clean with physiologic solution of sodium chloride 
frequently applied and the dark field examination 
repeated for three successive days. Material removed 
by puncture of one of the regional glands may be used 
for the dark field examination if the lesion itself is 
contaminated by applications. If it still remains nega- 
tive, exudative material from the lesion may be used 
for a Wassermann test or microscopic precipitation 
test such as the Kahn. Only after this has been found 
negative may more active local treatment be applied. 
A Wassermann “follow up” with weekly tests if possi- 
ble for the first six weeks or at least a test on the 
fourth, eighth and twelfth week and the fourth month 
is essential in all dark field negative sores, if the all 
important early diagnosis of syphilis is to be made in 
all cases; for mixed infection is by no means rare. 

2. Fusospirochetal (gangrenous) balanitis must also 
be ruled out. This is due to fusospirochetosis (q. v.) 
and is characterized usually by a single lesion with pus 
of a characteristically foul odor in which the fusiform 
bacillus and the spirochete are easily found on micro- 


THERAPEUTICS 


firm. 


1853 


scopic examination after staining with dilute carbol- 
fuchsin. Its characteristic appearance is a very acutely 
inflammatory one. There is often a history of oral con- 
tact. The importance of the prompt recognition of 
this, though it is rare, will become evident when it is 
appreciated that local treatment by oxidizing agents 
(e. g., continuous drop by drop irrigation with Solution 
of Hydrogen Dioxide or saturated solution of Sodium 
Perborate) after a dorsal slit, if this is required by 
phimosis, together with Neoarsphenamine internally, 
may save extensive destruction or deformity of the 
penis on account of the fulminating nature of the 
inflammation and the often rapid extension of the dis- 
ease. A blood count should be made before giving 
Neoarsphenamine to rule out agranulocytosis (q. v.). 

3. Granuloma inguinale should be excluded by search- 
ing for Donovan bodies (inclusion bodies in the leuko- 
cytes). Even if these bodies are not found, unusual 
indolence and chronicity of the condition justify the 
prompt use of Antimony and Potassium Tartrate intra- 
venously. Antimony thioglycollamide is also effective. 
In refractory cases, surgery should be resorted to. 

4. Lymphogranulomatosis inguinalis must also be 
considered. It starts with a papular lesion from pin-. 
head to pea size or as a small erosion, which heals 
without a scar. A couple of weeks later the regional 
lymph glands on one or both sides enlarge and are. 
They become inflammatory and attach them- 
selves to the overlying skin, which becomes livid in 
color and breaks down to form a sluggish, indolent, 
painless ulcer. There is sinus formation from the 
underlying glands to the surface. A Frei test is help- 
ful in making a diagnosis. This is an intracutaneous 
test which utilizes an antigen made from the pus of a 
known positive case. A positive test is indicated by 
the local formation of a firm papule from forty-eight 
to seventy-two hours after inoculation. Treatment is 
by surgical extirpation before the formation of fistula. 
Other procedures have been advocated, such as gradu- 
ated doses of the Frei antigen given intracutaneously. 

5. Herpes progenitalis should be thought of in mul- 
tiple, grouped, essentially vesicular lesions, resulting in 
shallow ulcers with crusts, preceded by itching or burn- 
ing and having a tendency to recurrence. Nevertheless, 
in spite of even a characteristic appearance, its occur- 
rence after coitus necessitates examination for exclu- 
sion of the more serious venereal ulcerations. 

6. Epithelioma generally occurs after the fourth 
decade. It starts as a small papule or nodule, which 
grows slowly. It is hard, indurated, may break down 
to form a sluggish ulcer, heals partially with scar for-_ 
mation, and has a tendency to bleed. <A biopsy is help- 
ful in making the diagnosis. 


CHANCROID 

Prophylaxis.—Chancroids are not likely to appear on 
genitalia that are kept clean. The plentiful use of soap 
and hot water after coitus practically always suffices to 
prevent the infection. 

Treatment.—The first stage of the treatment of 
chancroid aims at the destruction of the specific infec- 
tion with the streptobacillus of Ducrey. As this bacillus 
cannot withstand temperatures over 115 to 120 F., heat 
should constitute an important item of the treatment. 
Cauterization is no longer practiced. It is not neces- 
sary and it seems to predispose to bubo. Keeping the 
patient at rest lessens the liability. Once a clean granu- 
lating surface has been secured, ulcer therapy (q. v.) 
should be resorted to. 
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1. Cleansing: Immersion of the penis in a jar filled 
with a 1:5,000 solution of Potassium Permanganate 
(prescription 1), as hot as can be borne, should be con- 
tinued for fifteen minutes every two hours. If there 
is phimosis, irrigation by means of a soft rubber “ear 
syringe” with the hot Potassium Permanganate solu- 
tion should be assiduously practiced in order to avoid, 
if possible, surgical methods that bring with them the 
danger of gangrenous phagedena. 

2. Dressing: For the choice of dressings in the 
intervals between the soakings and irrigations, the fol- 
lowing indications may be drawn: 


(a) A dusting powder may be used for relatively 
small and readily accessible lesions. Application of 
lodoform or, in those who object to its odor, of Thymol 
lodide is admissible. 

(b) Painting on a 5 per cent solution of Iodoform 
in ether or a paste made with 1 per cent solution of 
Phenol is better than the dry powder, which is liable 
to form a crust under which pus may accumulate. 
Care that no iodoform is spilled on the clothing or on 
the fingers may render its use less objectionable. It is 
well to protect the surrounding tissue with Boric Acid 
Ointment, to cover the sore with a pledget of gauze 
thinly spread with petrolatum, and to apply a condom. 

(c) Moist dressings are indicated in cases presenting 
much swelling. A strip of gauze soaked in the per- 
manganate solution is slipped under the foreskin, and 
compresses with Solution of Aluminum Subacetate, 
diluted 1 to 10 with water, are used in the intervals 


PRESCRIPTION 1.—Potassium Permanganate 
istilled water 


Mix. Label: 10 ce. per liter of water, as hot as can be borne, for 
eeion or irrigation in chancroid. For urethral irrigation, 5 cc. per 
t 


between irrigations or immersions, until the swelling 
has subsided. 

(d) In chancroid of the urethra, hot irrigation with 
Potassium Permanganate (1: 10,000) solution (pre- 
scription 1) followed by injection of lodoform (3 per 
cent in oil) or better perhaps by iodoform bougies (pre- 
scription 2) should be done three or four times daily 
immediately after urination. 

3. Destruction of the Lesion: This is indicated in 
the graver phagedenic types (ulcus molle serpiginosum ). 
In such cases it is particularly important to keep the 
undermined border clipped flat and thoroughly cauter- 
ized. Pyrogallol may be used in 10 per cent solution, 
increased up to full strength if required. The actual 
cautery may be employed, or fulguration. Ultraviolet 
ray therapy has been advocated here. Radium used to 
the point of pronounced reaction may succeed when 
everything else has failed. 

4. Surgery: If frequent irrigation with hot Potas- 
sium Permanganate solution and the compresses, as 
advised, do not suffice to reduce phimosis, a dorsal slit 
under Ethyl Chloride general anesthesia is required. 
Local infiltration anesthesia is not permissible, as it 
may cause dissemination of infection through the 
lymphatics. No sutures are to be used. The operation 
is followed by energetic treatment as described. Cir- 
cumcision should not be performed until the wound is 
covered with clean granulations. If the frenulum is 
perforated, it is best to cut it through after bilateral 
ligation and then to apply iodoform paste. 

5. Systemic Treatment: In cases that do not readily 
respond to this treatment, even though syphilis is not 
demonstrable, Neoarsphenamine (from 0.4 to 0.6 Gm.) 
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intravenously may stop the progress of the advancing 
lesion. If the case is particularly obstinate, suggesting 
the possibility of an element of granuloma inguinale in 
the cause, one should resort to Antimony and Potas- 
sium Tartrate, giving intravenously a 10 per cent solu- 
tion, beginning with doses of 1 cc. and increasing each 
dose given every other day by 1 cc. until a satisfactory 
result is obtained or until 10 or 12 cc. is given at a dose 
or the patient’s limit of tolerance has been reached, 
which may be indicated by dizziness, coughing, vomit- 
ing, diarrhea, or aching in the back and shoulders, and 
occasionally toxic deafness. If the patient does not 
tolerate the Antimony and Potassium Tartrate suffi- 
ciently well, antimony thioglycollamide should be 
administered. 


Prophylaxis—Prompt resort to absolute rest in bed, 
when groin tenderness or slight enlargement of the 


Prescription 2.—lodoform Bougies 


10.00 Gm. 
20.00 Gm. 


Insert one after each 


Divide into ten urethral bougies. Label: 
urination. 


lymph glands appears, and energetic treatment of the 
chancroid (but not by caustics) would probably pre- 
vent bubo formation in nearly every case. 

Treatment.—A. Prior to Fluctuation: 1. Roentgen 
irradiation, 140 kilovolts with 0.25 mm. of copper and 
1 mm. of aluminum, 75 roentgens, favors more rapid 
evolution and is especially indicated in torpid cases. 

2. Nonspecific proteotherapy, as by means of intra- 
muscular injections of sterilized milk, from 3 to 4 cc., 
may be employed, followed in three days by 5 cc. and, 
if this is well tolerated, after a similar interval by 10 cc. 

B. When Fluctuation Appears: 1. Hot compresses 
with boric acid solution may still secure resolution. If 
it does not, or when fluctuation is very marked, the 
following treatment is indicated : 

2. Puncture evacuation and injection should be done. 
A small incision is made in the fluctuating area of the 
swelling, and the pus is evacuated with gentle expres- 


Prescription 3.—Manctiére’s Solution 


cca of each 10.00 ce. 
M. Label: Inject 1 or 2 cc. or more into the abscess cavity, enough 


to distend it, and permit % remain for about a minute. After permitting 
the excess to escape, ressure bandage. (This formula could 
probably be much pa without sacrifice in efficiency. 
sion, a voluminous sterile gauze compression bandage 
is applied, and the patient is kept in bed for twenty- 
four hours. The bandage having then been removed, 
the pus is squeezed out as completely as possible, and 
the cavity ballooned out with Manciére’s solution (pre- 
scription 3), the nozzle of the syringe (without any 
needle) being forced into the cut up to the neck of the 
syringe, which is firmly pressed against the skin to 
prevent escape of the fluid, which is permitted to 
escape after perhaps a minute. A heavy compression 
bandage, the patient keeping his legs extended, is per- 
mitted to remain for forty-eight hours and another 
reapplied for twenty-four hours. If, after the third 
day, there is still pus rather than serous fluid coming 
from the wound, another injection of Mancieére’s fluid 
is indicated. It should not be repeated earlier. 

3. Surgery by wide incision, curettement or removal 
of the glandular mass is probably never necessary or 
indicated. 
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Tue Councit on PuysicAL THERAPY OF THE AMERICAN MeDICAL 
ASSOCIATION HAS AUTHORIZED PUBLICATION OF THE FOLLOWING REPORTS. 
H. A. Carter, Secretary. 


BURDICK Z-12 ZOALITE LAMP ACCEPTABLE 


Manufacturer: The Burdick Corporation, Milton, Wis. 

The heating element for this infra-red lamp, made of ceramic 
material, is a single bar, nonmetallic surface unit, of 600 watts 
capacity. The reflector is double walled. The inner reflector 
is of polished aluminum alloy; the diameter is 10 inches and 
is protected with a wire screen. The telescopic stand is adjust- 
able from 36 to 72 inches with a flexible arc. The lamp is 
arranged with a swivel feature, so that it will swing around. 
The base is equipped with four rubber tired ball-bearing casters. 
The upright and reflector casing is lacquered. The base is 
finished in enamel. The gooseneck and inner upright are of 
polished nickel. 

In a laboratory acceptable to the Council, it was found that 
when connected to a 110 volt circuit the current read 4.5 
amperes. Within an area of 70 cm. in diameter, at a distance 
of 1 inch from the edge of the reflector, the energy distribution 
was surveyed. In a small area of 30 cm. diameter, directly 
in front of the reflector, the radiant energy was 52 per cent 
more than at the edges. 

The Council, therefore, includes the Burdick Z-12 Zoalite 
Lamp in its list of accepted devices. 


BURDICK RV-85 ZOALITE LAMP, PRE- 
SCRIPTION MODEL, ACCEPTABLE 


Manufacturer: The Burdick Corporation, Milton, Wis. 

This model is designed to meet the requirements of a physi- 
cian who wishes to prescribe heat therapy in the home. The 
heating element, made of ceramic material, is a single bar, 
nonmetallic surface unit, rated at 220 watts. The reflector is 
9 inches in diameter and is of polished aluminum. The tele- 
scopic stand is adjustable from 41 to 61 inches. The lamp 
may be adjusted by means of a flexible gooseneck and swivel 
joint. The finish of the upright and reflector is in gray lacquer 
and polished nickel. Model Z-70 is essentially the same as 
Model RV-85, except for the finish. 

In a laboratory acceptable to the Council, it was found that 
on a 113 volt alternating current line the current read 1.95 
amperes. The energy distribution appears satisfactory for home 
treatments. 

The Council, therefore, includes the Burdick RV-85 Zoalite 
Lamp, Prescription Model, in its list of accepted devices. 


BURDICK Z-75 ZOALITE LAMP ACCEPTABLE 


Manufacturer: The Burdick Corporation, Milton, Wis. 

This is a localizing lamp for specialist service. It may be 
supplied with a stand, model Z-76, or with a special clamp 
for attaching to any other floor stand. The capacity of this 
unit is 75 watts. On a test conducted by the Council, it was 
found that when connected to a 114 volt alternating current 
line the current drawn was 0.6 ampere. Most of the radiant 
energy is confined to a comparatively small cone, since it is 
designed for localized heat treatments. 

The Council, therefore, includes the Burdick Z-75 Zoalite 
Lamp in its list of accepted devices. 


BURDICK Z-30 ZOALITE LAMP ACCEPTABLE 


Manufacturer: The Burdick Corporation, Milton, Wis. 

The heating element of this infra-red lamp, made of ceramic 
material, is a single bar, nonmetallic surface unit, rated at 
1,000 watts. The reflector is double walled. The inner 
reflector, made of polished aluminum alloy, has a diameter of 
18 inches. It is protected with a wire screen. The stand is 
counterbalanced, ball bearing, with 30 inch vertical adjustment, 
swivel cross arms, with 35 inch extension, 10 inch adjustment, 
and a mobile base with large rubber tired casters. It is finished 
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with nickel trimmings. The stand and base are of black enamel. 
The unit operates on both alternating and direct current. 

By a test conducted in a laboratory acceptable to the Council, 
it was found that with a potential of 111.5 volts the current 
was 6.2 amperes when the heating element was cold and 5.8 
amperes after burning for an hour. At a distance of 1 meter 
the plane in air having a diameter of 70 cm. was surveyed for 
energy distribution. Within a space 30 cm. diameter directly 
below the edge of the reflector, the energy distribution was 
38 per cent more than at the edges. 

The Council, therefore, includes the Burdick Z-30 Zoalite in 
its list of accepted devices. 


Committee on Foods 


ACCEPTED FOODS 
THE FOLLOWING PRODUCTS HAVE BEEN ACCEPTED BY THE COMMITTEE 
ON Foops OF THE AMERICAN MEDICAL ASSOCIATION FOLLOWING ANY 
GIT NECESSARY CORRECTIONS OF THE LABELS AND ADVERTISING 
er. TO CONFORM TO THE RULES AND REGULATIONS. THESE 
bs dire, PRODUCTS ARE APPROVED FOR ADVERTISING IN THE PUBLI- 
CATIONS OF THE AMERICAN MEDICAL ASSOCIATION, AND 
FOR GENERAL PROMULGATION TO THE PUBLIC, THEY WILL 
BE INCLUDED IN THE Book OF AccEPTED FOODS TO BE PUBLISHED BY 


THE AMERICAN MEDICAL ASSOCIATION, Raymonp Hertwic, Secretary 


VARSITY EXTRA PALE DRY GINGER ALE 

Manufacturer —The Hibbard Laboratories, Cleveland. 

Description—Ginger ale; a carbonated beverage prepared 
from water, sucrose, citric acid, extracts of ginger root, grape 
and apple, oils of lime and orange and caramel color. 

Manufacture —Ginger root extract is prepared by steeping 
macerated ginger root in boiling water. An equal volume of 
ethyl alcohol and infusorial earth is added to precipitate out 
gums and resins, and the extract solution is decanted and 
filtered. The citrus oils and fruit extracts are added to the 
clear filtrate. The other ingredients in definite proportions are 
added to the flavoring solution. The final mixture is filtered, 
filled into bottles, cooled, five volumes of carbon dioxide are 
introduced under 70 pounds pressure and the bottles are sealed. 
City water treated with ultraviolet light is used. 


Analysis (submitted by manufacturer) — 
Moisture 


Fat (ether 
Protein (N 


Sucr 
(by difference) 
Titratable acidity as citric acid 


Calories.—9.3 per gram; 9 per ounce. 
Claims of Manufacturer —Complies with the United States 
Department of Agriculture definition for ginger ale. 


WARFIELD PREMIER BAKING CHOCOLATE 


Manufacturer —Warfield Chocolate Company, Chicago. 

Description.—“Chocolate liquor” or chocolate. 

Manufacture.—Selected cacao beans are cleaned of foreign 
material, roasted, and broken to permit separation of the shells 
and germs. The shell-, germ-free nibs are finely ground, form- 
ing a “chocolate liquor,” which is poured into molds to solidify. 
The solidified cakes are packed in cartons. 


Analysis (submitted by manufacturer).— Moisture and 
at-free basis, 


per cent 


6.6 


— 
Se: 


Fat (ether extract) 
Protein (non-caffeine 
N X 6.25) 


wn 


and  non-theobromine 


42.2 
2.1 
49.0 


fiber 
Carbohydrates other than crude fiber (by 
difference) 
Theobromine 
Caftei 


Calories.—6.3 per gram; 179 per ounce. 
Claims of Manufacturer—Conforms to the United States 
Department of Agriculture definition and standard. 


per cent 
92.6 
0.02 
0.0 
0.4 
4.6 
t 
| 
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OPHTHALMOLOGY AND THE DISPENSING 
OPTICIAN 


The view that examination of the eyes by a dis- 
pensing optician or optometrist is inadequate and 
usually uneconomical has been often expressed. 
Recently Harman? in England has employed the 
statistical method in attempting to determine the truth 
or falsity of this opinion. A number of ophthalmic 
practitioners, working in different parts of England, 
who were accustomed to seeing patients through the 
National Ophthalmic Treatment Board, were asked to 
keep records of the patients examined by them. To 
enable the records to be compared, cards were issued 
to these physicians, outlining the classification to be 
followed and the manner of entering the returns. 

The report is based on 10,085 such cases recorded 
by forty-seven ophthalmic practitioners. Sixty-four per 
cent of the 10,000 cases showed errors of refraction 
only. Twenty-nine per cent showed errors of refrac- 
tion plus one or more “other eye conditions.” Nearly 
6 per cent showed no errors of refraction but did 
present one or more “other eye conditions,” and 1 per 
cent showed no appreciable eye defects. Thus, omitting 
those patients with errors of refraction only and those 
having no appreciable eye defects, 35 per cent of the 
patients seen required attention in addition to or other 
than the provision of glasses. 

A partial check on these observations is provided by 
a still larger group of patients. Certain factors of all 
the cases seen through the National Ophthalmic Treat- 
ment Board are recorded and filed. One of these factors 
shows how many patients are reported by the ophthalmic 
medical practitioners as not requiring glasses. From 
this source 68,044 patients who were seen by 821 physi- 
cians were analyzed. Slightly more than 6 per cent did 
not require glasses, as contrasted with 6.75 per cent in 
the other more detailed analysis. 

Comparative figures on patients seen by dispensing 
opticians were difficult to obtain. Harman sought to 


Dac. is. i934 
determine what proportion of cases seen by opticians 
were similarly reported and referred to ophthalmologists 
for further study. Judging from the statistical inquiry 
noted, adequate optician examination should result in 
the referring to medical men of about 35 per cent of 
all patients seen, as the opticians admit only the ability 
to prescribe glasses for difficulties of refraction. 
Eventually actual figures of referred cases during 1933 
or 1933-1934 were supplied by certain approved socie- 
ties representing several million insured persons. In 
these returns the percentage of cases referred by the 
sight-testing opticians to ophthalmic surgeons ranges 
from 1 to 4.6, with an average of 3. The comparison 
is striking. In the series of patients examined by 
ophthalmic surgeons, 29 per cent proved to be other 
than errors of refraction alone, and nearly 6 per cent 
had other eye conditions without errors of refraction, 
yet only 3 per cent of the patients seen by opticians 
were referred for further examination. 

“The conclusion,’ Harman says, “is irresistible. 
The opticians did not recognize the defects present in 
the eyes of the patients seen by them, or if they did 
recognize them they did not report them for medical 
examination. The corollary is this. Patients who go 
to opticians to have their sight tested do not get what 
they ought to get. Such a finding is conclusive of the 
proposition that an examination by an optician is 
uneconomical, and conversely that approved societies or 
others who are responsible for advising patients to seek 
eye examination cannot in the interests of these persons 
do other than adopt the only economical method—that 
is, by securing examination by competent ophthalmic 
medical practitioners.” 


INFANT MORTALITY IN _ 1933 

The statistical report’ on infant mortality in 985 
cities of the United States during 1933 contains several 
features of especial interest. The report includes 
infant mortality data for every city of 10,000 popula- 
tion and more, as the result of the inclusion for the 
first time of cities in Texas and South Dakota. Because 
of recent statistical research, the detailed tables in this 
year’s report differ from the tables previously pre- 
sented in that the annual rate for 1933 is given only 
for those cities in which there were more than 450 
births. The reason for this change is that the rates for 
small cities have little significance, owing to the wide 
fluctuations in rate from year to year, which is 
explained by the small number of births on which they 
must be based. 

The urban infant mortality rate for 1933 is 57.1. 
This figure is based on 983 cities in the continental 
United States and two cities in Hawaii. It is 0.3 point 
higher than the rate for 1932, which was based on 943 
cities in the birth registration area. The slight increase 


1. Har N. B.: The Findings of Eye Examinations, Brit. M. J. 
2: 181 (Oct. supplement) 1934, 


Brandeis, Olga, and Derryberry, M.: 
Mortality for 1933, American Child Health Association, July 193 
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in rate is due wholly to the relatively high rate in the 
cities of Texas. If the rate for 1933 is computed on 
the same 943 cities that are given in the 1932 report, 
the rate is 55.9, which represents the lowest urban rate 
ever recorded in the history of the country. It is there- 
fore safe to conclude that there has been no real 
increase in the infant deaths. 

Of the cities with a population of more than 250,000, 
Portland, Ore., had the lowest rate and Memphis, 
Tenn., the highest. Of those with a population between 
100,000 and 250,000, Fort Wayne, Ind., had the lowest 
and El Paso, Texas, the highest rates. Of cities 
between 50,000 and 100,000, Berkeley, Calif., had the 
lowest rate and Charleston, W. Va., the highest. In 
appraising these rates, however, it must be borne in 
mind that they are crude and not corrected rates. They 
are based on the births and deaths reported as occur- 
ring in the city and not the place of residence. It is 
hoped that ultimately vital statistics will be corrected 
for residence. This has been done in fact for three 
states: Connecticut, New Jersey and New York. In 
seventy-three of the cities in these states, comparable 
crude and corrected rates were obtained. In only seven 
did the rates remain the same after correction. In 
forty-three cities the rate was increased and in twenty- 
three decreased. 

The larger cities have rates somewhat lower on the 
average than the smaller cities. The lowest among the 
ten largest cities of the country was 44. This rate was 
reported for both St. Louis and Cleveland. Chicago, 
which had the lowest rate in 1932, and Philadelphia 
were tied with a rate of 49. Six of these large cities 
had a lower rate than in the preceding year, two were 
unchanged and in two there was a slight increase. In 
1932 all rates in the ten largest cities were below 70 for 
the first time since publication of the reports, and in 
1933 they were all below 65. The highest urban rates 
were found, in general, in the Southern and South- 
western states. These high rates were chiefly due to 
the high infant mortality among the large Negro popu- 
lation. Although there has been no general increase in 
the urban infant mortality rate for the country as a 
whole, there has been an increase in the Southern 
states as a group. 

The report concludes that “failure to correct for 
residence may produce fictitiously high or low rates. 
But, even when this correction is made, one is not 
justified in using the infant mortality rate as a reliable 
measure solely of the quality of public health effort 
in a community. The infant mortality is a resultant 
of a number of causes, such as social and economic 
status, family customs characteristic of different race 
and nationality groups, climatic conditions, the amount 
of modern medical service, as well as the amount and 
quality of public health effort.” For this reason care 
should be used in ascribing a change in the infant 
mortality rate to any one of these many possible 
influences. 
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THE EFFECT OF DIETS ON CALCIUM 
AND PHOSPHORUS METABOLISM 
IN DOGS 

Much excellent research has been directed toward the 
elucidation of the effects of special diets and of vita- 
mins on the calcium and phosphorus metabolism. 
Morgan and her collaborators! intended primarily to 
study pyorrhea, but it was felt that a comprehensive 
study should take account of the changes in bones, 
blood and excretions as well as of teeth and gingivae. 

The experimental observations were made on young 
dogs taken at weaning at ages of from 5 to 7 weeks. - 
The dogs were placed on artificial diets made up of 
isolated foodstuffs and were kept on these diets for 
periods varying up to ten months. They were kept 
indoors in small pens, with occasional brief periods of 
outdoor exercise. Clinical mouth examinations, blood 
examinations and roentgenograms were made once a 
month. The weights were recorded weekly. At the 
end of the observation periods, histologic and chemical 
examinations were made on some of the tissues. The 
diets used consisted principally of casein, agar and 
sucrose, with the addition of salt mixtures of varying 
calcium and phosphorus content made alkaline, neutral 
or acid by the addition of sodium carbonate or ammo- 
nium chloride. Butter fat supplied vitamin A to those 
animals not receiving cod liver oil. Dried brewery 
yeast was given as the source of vitamins B and G. 
Two types of salt mixture were used, each made 
respectively acid, neutral or basic. There were hence 
twelve diets supplied: 1. Normal salt diets (a) without 
vitamin D: acid, neutral, basic; (b) with vitamin D (in 
cod liver oil): acid, neuttal, basic. 2. Low calcium 
diets (a) without vitamin D: acid, neutral, basic; 
(b) with vitamin D (in cod liver oil): acid, neutral, 
basic. 

The alkali-fed dogs were usually larger at every age 
than comparable animals on the other diets. A definite 
superiority in growth rate was observed also in the 
animals given cod liver oil. The roentgenograms indi- 
cated nearly normal conditions of bones in the greater 
number of dogs given cod liver oil, and rickets of vary- 
ing severity in those without vitamin D. The dogs on 
acid diets without vitamin D showed the most severe 
lesions, the alkaline dogs the next most severe; the 
neutral dogs were the most nearly normal of the group. 
Of the group given cod liver oil, those on an alkaline 
diet seemed to have the least normal bone development, 
possibly because of accelerated growth. The low cal- 
cium group showed the most severe lesions of all, 
except the one animal that was given cod liver oil from 
the beginning. The low calcium dogs without cod liver 
oil were found to have developed osteitis fibrosa; the 
other vitamin D-free dogs, osteoporosis or osteo- 
malacia. The blood py and plasma carbon dioxide 
capacity of the alkaline and acid dogs reflected their 


Morgan, Agnes F., with the cooperation of vihers: The Effect of 
Acid Neuwal "and Basic Diets on the Calcium and Phosphorus Metabolism 
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alkaline and acid conditions, but less markedly than 
might have been expected. Hemoglobin determina- 
tions, for the most part above 14 Gm. per hundred 
cubic centimeters of blood, indicated little change in 
water content of the blood. No variations were found 
that could be ascribed definitely to reaction of diet, 
vitamin D, or stage of bone lesions. The organic phos- 
phorus of the whole blood was lowest in the dogs on 
acid diets without cod liver oil and highest in the dogs 
on neutral diets both with and without cod liver oil. 
The cod liver oil caused a significant rise of inorganic 
phosphorus only in the acid group. Considerably lower 
phosphorus values were seen in the low calcium dogs 
than in the others, but the cod liver oil appeared more 
effective in raising the blood inorganic phosphorus. 

Total serum calcium remained at normal levels in all 
the dogs on normal diet but was slightly lower in the 
acid dogs, both with and without vitamin D, than in 
any of the others. There was some lowering of these 
levels in most of the low calcium group. Diffusible or 
ultrafiltrable serum calcium showed little variation, 
remaining close to 50 per cent of total calcium, and had 
only a slight tendency toward higher values in the acid 
group. The product [Ca] & [P] in terms of milli- 
grams per hundred cubic centimeters of serum or blood 
was lowest in the group fed acid diets without vita- 
min D and highest in the neutral group. On low cal- 
cium diets these values varied somewhat, but the 
number of dogs was too small to form a basis for 
drawing conclusions from the values found. 

The largest storage of both calcium and phosphorus 
occurred on the alkaline and neutral diets both with and 
without vitamin D and the lowest on the acid diets 
without vitamin D,. One litter of setter pups, which 
had low retentions of these elements even when given 
cod liver oil, is thought to have suffered from the fact 
that their mother was deprived of direct sunlight 
during the pregnancy that resulted in their birth. 
Another litter of the same parentage, the mother lead- 
ing an outdoor life during pregnancy, exhibited con- 
siderably better storage with the exception of one 
animal. The cod liver oil exerted a favorable effect on 
storage of both calcium and phosphorus in both the 
acid and the alkaline diets, but this was more marked 
in the acid diet. No such effect was seen in the animals 
on the neutral diets. With normal salt diets the per- 
centage of ash in the bones and teeth was lowered only 
in the dogs fed acid diets without cod liver oil but was 
low in all the dogs on the low calcium diets except 
when cod liver oil was given throughout the feeding 
period. The ash content of the lower jaws and lower 
molars was greater than that of the upper jaws and 
upper molars, and that of the tibias was greater than 
that of the femurs. The ash phosphorus of the alka- 
line and neutral dogs of the low calcium group was 
normal or high, but that of the acid dogs was low. An 
exception was seen in one dog, which received cod liver 
oil and which was apparently normal by all tests made. 


COMMENT is 

Histologic study of the tissues of seventeen of the 
dogs indicated that the clinical picture of osteitis 
fibrosa was produced by a low calcium diet in the 
absence of vitamin D. There was an exception in one 
dog fed a neutral diet, which showed severe osteo- 
porosis. All the dogs on normal diets without vita- 
min D showed osteoporosis, a condition that was much 
reduced in severity by the administration of cod liver 
oil. Typical clinical paradentosis was seen in the low 
calcium group without vitamin D and in all the alkali- 
fed dogs on normal diets as well. Also a larger amount 
of damage to kidney tissue was seen in the alkaline 
than in the other groups. 

It is concluded that paradentosis in varying degrees 
of severity as well as renal damage may result from the 
long continued use of alkaline diets either with or with- 
out vitamin D and normal calcium-phosphorus ratio 
and content. This work, combined with that of others, 
e. g., Mellanby,? provides a broad foundation for 
further research and attempts at clinical application. 


Current Comment 


PHYSICIAN BECOMES ASSISTANT CHIEF 
OF CHILDREN’S BUREAU 

As antlounced elsewhere in this issue of THE Jour- 
NAL (p. 1863), Dr. Martha M. Eliot has been made 
assistant chief of the United States Children’s Bureau 
in charge of all matters relating to health. The 
appointment of a physician to this position is a recog- 
nition of the importance of having those medically 
trained in charge of government activities of a medical 
character. Dr. Eliot has been director of the Division 
of Maternal and Child Health in the bureau and asso- 
ciate clinical professor of pediatrics in the Yale Uni- 
versity School of Medicine. Her career in clinical 
medicine includes work in the Peter Bent Brigham 
Hospital, St. Louis Children’s Hospital and New 
Haven Hospital, as well as investigations on growth, 
nutrition and rickets. She is a member of the Ameri- 
can Pediatric Society, chairman of the Committee on 
Child Health Relations of the American Academy of 
Pediatrics, and a Fellow of the American Medical 
Association. She brings to her work not only this 
medical background but also an extensive experience 
in medical social service and family welfare work. 


AGITATION FOR IMMEDIATE ACTION 
ON HEALTH INSURANCE 

A letter is apparently being circulated by the Ameri- 
can Association for Labor Legislation asking those to 
whom it is addressed to send telegrams immediately to 
Secretary of Labor Frances Perkins and the President 
urging immediate action on the subject of health insur- 
ance. Apparently the propagandists are not content to 
await the report of the President’s Committee on 
Economic Security, of its technical staff or of its 


mr ae. May: Medical Research Council, Special Reprint Series 


19 


Votume 103 
NuMBER 24 


various advisory boards but desire, regardless of the 
economic situation of the country as a whole or of any 
other important factors that may be involved, to jam 
some sort of legislation through immediately. Physi- 
cians whose advice may be asked concerning this appeal 
on the part of the American Association for Labor 
Legislation may well inform their inquirers of the 
desirability of caution and consideration in the develop- 
inent of any new methods of medical practice. Haste 
and carelessness prompted by evangelistic methods for 
social legislation must inevitably lead to errors and 
result in harm to both the public and the medical pro- 
fession. The experience of every foreign nation pre- 
cipitated into a sickness insurance scheme is evidence 
of the unfortunate possibilities that are incurred in the 
precipitous adoption of revolutionary measures. 


Association News 


MEDICAL BROADCASTS 
Columbia Broadcasting System 


The American Medical Association broadcasts on a western 
network of the Columbia Broadcasting System each Thursday 
afternoon on the Educational Forum from 4: 30 to 4: 45, central 
standard time. The next three broadcasts will be as follows: 

December 20. Social Security, Morris Fishbein, M.D. 

December 27. Budgeting for Health, W. W. Bauer, M.D. 

January 3. Housing and Health, W. W. Bauer, M.D. 


National Broadcasting Company 


The American Medical Association broadcasts under the title 
“Your Health” on a Blue network of the National Broadcasting 
Company each Tuesday afternoon from 4 to 4:15, central 
standard time. The next broadcast will be delivered by Dr. 
W. W. Bauer. The title will be as follows: 

December 18. Fight Tuberculosis With Modern Weapons, W. W. 
Bauer, M.D. 

December 25. 

January 


Holiday; no broadcast. 
Holiday; no broadcast. 


Medical News 


(PHYSICIANS WILL CONFER A FAVOR BY SENDING FOR 
THIS DEPARTMENT ITEMS OF NEWS OF MORE OR LESS GEN- 
ERAL INTEREST: SUCH AS RELATE TO SOCIETY ACTIVITIES, 
NEW HOSPITALS, EDUCATION, PUBLIC HEALTH, ETC.) 


CALIFORNIA 


Annual Registration Due January 1.—EF very practitioner 
of medicine and surgery holding a license to practice in Cali- 
fornia is required by law to register annually, on or before 
January 1, with the secretary-treasurer of the board of medical 
examiners, and at that time to pay a fee of $1. Failure to 
pay the required fee within sixty days after January 1 works 
a revocation of a license and thereafter a license may be reis- 
sued only after application and the payment of a $10 penalty. 

Medical Economics Survey.—The medical economics sur- 
vey approved by the house of delegates of the California Medi- 
cal Association at its last annual meeting has been started. 
A committee of five for the study of medical care was appointed, 
including Drs. William R. Molony and Harry H. Wilson, Los 
Angeles, Alson R. Kilgore, San Francisco, Robert A. Peers, 
Colfax, and Rodney A. Yoell, San Francisco. The plans call 
for a twofold study. One, on the health and economic status 
of the general public, is to be conducted by field workers. 
About | per cent of the families in twenty-five counties will 
be reached, it is expected. The other aspect of the study 
involves an analysis of the medical and dental professions 
and of the hospital and public health facilities of California, 
to be made from the data obtained from questionnaires that 
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have been mailed to every physician, dentist, hospital and clinic 
in the state. The field work has already been completed in 
two counties. Paul A. Dodd, Ph.D., assistant professor of 
economics, University of California at Los Angeles, is director 
of the survey. 

Symposium on Heart Disease.—The third annual heart 
symposium of the Los Angeles County Heart Association was 
conducted, December 6-7. The program was presented by the 
following physicians : 

Edward Ware, 


Diseas 

Willard. Stone, Subacute Endocarditis. 

Egerton L, Crispin, Cardiac Neuro 

John C. Ruddock, Drug Therapy in ent Disease. 

William H. Leake, Treatment of Auricular Fibrillation, 

Arthur M. Hoffman, Thyroidectomy in the Treatment of Congestive 

eart Failure and Angina Pectoris. 
a Manning Clarke, Syphilitic and Rheumatic Heart naar 
E. Thomas, The Surgical Risk in Heart Diseas 

M. Pottenger, Monrovia, The Heart in 

Donald J. Frick, Abnormalities of the Myocardium. 

Harold H. Smith, Treatment of Acute Coronary Occlus 

ohn L. Maroon, Santa Ana, Treatment of Sy ohana Heart Disease. 

A joint meeting of the heart association with the Los Angeles 
County Medical Association formed the program for the eve- 
ning session, Thursday; speakers were Drs. Arthur S. Granger 
on “Importance of Early and Accurate Diagnosis in Heart 
Disease” and Eugene S. Kilgore, San Francisco, “Some of Our 
Less Clear Conceptions of Coronary Disease.” On Friday 
morning there was a Clinical pathologic conference, with dis- 
cussion of cases and demonstration of specimens by Drs. New- 
ton G. Evans, Edward M. Butt, Verne R. Mason, Daniel D. 
Comstock, Burrell O. Raulston and William C. Boeck. 


COLORADO 


Society News.—Speakers before the Medical Society of 
the City and County of Denver, November 20, were Drs. Claude 
E. Cooper and Wilford W. Barber on “Congenital ee of the 
Right Ethmoid in a Child 3 Years of Age,” and Glen E. 
Cheley, “Hyperinsulinism Associated with Lemntdiae Ade- 
noma Treated Surgically.” Speakers before the society, Octo- 
ber 16, were Drs. William B. Yegge on “Early Diagnosis and 
Prevention of Lead Poisoning”; John M. Foster, “Tumor of 
the Chest Wall”; Emeric I. Dobos, “Fundamental Principles 
Underlying Treatment of Diabetes,” and Joseph F, Prinzing, 
“The Anatomy Concerned in Inguinal Hernia.” 


CONNECTICUT 


Annual Registration Due During January.—Every prac- 
titioner of medicine and surgery holding a license to practice 
in Connecticut is required by law to register during January 
with the state department of health and at that time to pay 
a fee of $2. Licentiates who have retired from active practice 
or who live out of the state must register annually but need 
not pay a fee. A practitioner failing to register is liable to 
a fine of not more than $5. 

Society News.—Dr. John M. Birnie, Springfield, Mass., 
addressed the Tolland County Medical Association, October 16, 
on “Surgery of Infancy and Childhood.”——At the semiannual 
meeting of the Connecticut Public Health Association, Novem- 
ber 7, in Hartford, Drs. Clarence I. Scamman, New York, 
and Charles C. Wilson, Hartford, discussed “Efficiency Lines 
of Public Health Work” and “Economy as It Pertains to 
Medical School Inspection,” respectively. 


FLORIDA 


Personal.—The Volusia County Medical Society devoted a 
regular meeting in DeLand, recently, to honoring Dr. and 
Mrs. George A. Davis, DeLand, on their fiftieth wedding anni- 
versary. 

Annual Registration Due January 1.—Every practitioner 
of medicine and surgery holding a license to practice in Florida 
is required by law to register annually on or before January 1 
with the secretary of the state board of health and at that time 
to pay a fee of $1. A licentiate % to register annually is 
liable to a fine of not more than $50 


GEORGIA 


University News.— The Woman's Auxiliary of Emory 
University Hospital, Atlanta, is sponsoring a series of lectures 
in the auditorium of the institution on Tuesday afternoons: 
Dr. Lewellyn H. Muse recently discussed infectious fevers 
peculiar to childhood. 

Survey of Maternal Mortality.—The committee on the 
study of maternal mortality and infant deaths of the Medical 
Association of Georgia has begun a state wide survey. Ques- 


Embolism as a Manifestation of Heart 


tionnaires will be issued to physicians throughout the state to ~ 


. 
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obtain the statistical data necessary. Authorization to proceed 
with the survey was given at the annual meeting of the state 
association in May. Dr. Emmett D. Colvin, Atlanta, is chair- 
man of the committee. 


ILLINOIS 


Society News.— At a meeting of the La Salle County 
Medical Society, November 22, Dr. Frank Smithies, Chicago, 
gave a paper on “Biliousness: What It Means Pathologically 
and Chemically; Its Differential Diagnosis and Treatment.” 
——Dr. Oliver S. Ormsby, Chicago, discussed “Mycotic Infec- 
tions” before the Peoria City Medical Society in Peoria, 
December 4. 

Chicago 

Fracture Night.—Dr. Frederic J. Cotton, Boston, will be 
the principal speaker at the meeting of the Chicago Medical 
Society, December 19, designated “fracture night.” His sub- 
ject will be “Fractures and Other Injuries of the Hip.” Par- 
ticipating in the discussion will be Drs. Philip H. Kreuscher, 
William R. Cubbins, Kellogg Speed, Beveridge H. Moore, 
Paul B. Magnuson, Edwin M. Miller and Edwin W. Ryerson. 

Society News.— Dr. Jack D. Kirshbaum, among others, 
addressed the Chicago Pathological Society, December 10, on 
“Sarcomas of the Diaphragm.”——Speakers before the Chi- 
cago Gynecological Society, December 21, will be Drs. Philip 
H. Smith on “Hemorrhage in Late Pregnancy”; David S. 
Hillis, “Diagnosis and Treatment of Late Hemorrhages in 
Pregnancy,” and William J. Dieckmann and Edwin F. Daily 
on “Roéle of Blood Transfusion in Treatment of Obstetric 
Hemorrhage.” —— Dr. Frederick J. Gaenslen, professor of 
orthopedic surgery, University of Wisconsin Medical School, 
Madison, addressed the Chicago Orthopedic Club, December 
14, on “Fractures of the Neck of the Femur: Experimental 
and Clinical Studies.” 


INDIANA 


Memorial Meeting.—The Indianapolis Medical Society held 
a memorial meeting, December 7, in honor of the late Drs. 
John W. Carmack and Arthur M. Mendenhall, professor of 
rhinology, otology and laryngology and professor of obstetrics, 
respectively, at the Indiana University School of Medicine. 
Both physicians were killed in an airplane accident, Decem- 
ber 5. They were returning to Indianapolis from Detroit, 
where they had attended a meeting. Dr. Mendenhall’s daugh- 
ter Evelyn was also killed. 

Society News.—Dr. Arthur N. Ferguson, Fort Wayne, dis- 
cussed “A Study of the Relief of Symptoms Following Chole- 
cystectomy” before the Northeastern Indiana Academy of 
Medicine in Kendallville, November 22. At a meeting of 
the Montgomery County Medical Society in Crawfordsville, 
November 22, Dr. Gerald W. Gustafson, Indianapolis, discussed 
problems in obstetrics——Dr. Louis H. Segar, Indianapolis, 
considered the modern treatment of pediatrics before the Ran- 
dolph County Medical Society in Winchester, October 8. The 
society was addressed, November 12, by Dr. Frank C. Walker, 
Indianapolis, on “Aphorisms of Gynecology.”———-The Madison 
County Medical Society heard Dr. James F. Balch, Indianapolis, 
discuss urologic problems at its meeting in Anderson, Novem- 
ber 19.——Speakers before the Knox County Medical Society 
in Vincennes, October 18, were Drs. August F. Knoefel and 
Frank E. Sayers, Terre Haute, on osteomyelitis and vitamin 
and calcium therapy, respectively ————The Greene County Medi- 
cal Society was addressed in Linton, October 18, by Drs. Everett 
E. Padgett on surgical conditions of the gallbladder, and Paul 
K. Cullen, biliary disease; both are from Indianapolis. —— 
Dr. Frederick A. Coller, Ann Arbor, discussed “Mortality 
Factors in Acute Appendicitis” before the Fort Wayne Medical 
Society, November 6.—— Dr. Theodore C. Hempelmann, St. 
Louis, discussed encephalitis before the Muncie Academy of 
Medicine, October 30 

IOWA 


Society News.—At a meeting of the Washington County 
Medical Society, Dr. Thomas F. Suchomel, Cedar Rapids, dis- 
cussed “The Treatment of Hernia.”——The Woodbury County 
Medical Society was addressed in Sioux City, October 23, by 
Dr. William F. Mengert, lowa City, on “Uterine Malignan- 
cies.” Dr. Morris Fishbein, Chicago, addressed the Des 
Moines Academy of Medicine and Polk County Medical Society, 
November 28, on “Our Changing Times.” Speakers at the 
meeting, December 11, were Drs. Lawrence E. Kelley on 
“Management of the Toxemias of Pregnancy”; Raymond Cohen 
and Joseph B. Priestley, “Undescended Testicles, with Special 
Reference to Medical and Surgical Treatment.”-——Dr. Ray 
Lyman Wilbur, Stanford University, Calif., will speak before 
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the Linn County Medical Society, Cedar Rapids, December 18, 
on “The Relation of the Doctor to Society.” Dr. Jesse T 
Grayston, Marion, will present a paper on pilonidal cyst. 


LOUISIANA 


Dr. Mason Gives Chaille Memorial Oration.—Dr. James 
M. Mason, Birmingham, gave the ninth Stanford E. Chaille 
Memorial Oration at the meeting of the Orleans Parish Medi- 
cal Society, December 5, in New Orleans. The title of the 
— was “Stanford Emerson Chaille as a Student Viewed 

im.” 

Annual Renewal Due January 1.—Every practitioner of 
medicine and surgery holding a certificate to practice in Loui- 
siana is required by law to have his certificate renewed annu- 
ally, on or before January 1, by the secretary-treasurer of the 
state board of medical examiners, and at that time to pay a 
fee of $2. he board may by unanimous vote revoke any 
certificate not renewed. 


MAINE 


Society News.—A symposium on dementia praecox was 
presented before the Kennebec County Medical Association in 
Augusta, October 25, by Drs. Joseph C. Rheingold, Israel 
Newman, Harry Elkins, Frederick R. Carter, Matthias Mar- 
quardt and Forrest C. Tyson.——The principal speaker before 
a joint meeting of the Penobscot-Hancock County medical 
societies recently was Dr. Forrest B. Ames, Bangor; his sub- 
ject was “X-Ray and Its Relation to Medicine.”——Speakers 
before the Washington County Medical Society, October 24, 
in East Machias, were Drs. Edwin W. Gehring, Portland, on 
collection agencies; Herbert S. Everett, St. Stephens, N. B., 
the Schilling differential blood count and its clinical signifi- 
cance, and John F. Hanson, Machias, coronary thrombosis. 


MARYLAND 


Personal.—Dr. William K. Skilling has been given a per- 
manent appointment as director of the bureau of child hygiene 
of the Baltimore Health Department, effective October 1; the 
bureau was formerly known as the bureau of child welfare. 
Dr. Skilling has been with the health department since 1924. 
—-—Dr. Warfield T. Longcope, professor of medicine, Johns 
Hopkins University School of Medicine, Baltimore, received 
the honorary degree of doctor of laws recently from St. Johns 
College, Annapolis. 

Farewell Dinner to Dr. Wilmer.—A farewell dinner was 
given to Dr. William H. Wilmer, November 19, by the boards 
of trustees of Johns Hopkins University and Hospital in Balti- 
more. Dr. ilmer, who was officially retired as director of 
the Wilmer Institute of Ophthalmology in July, plans to return 
to Washington, D. C., where he practiced medicine from 1889 
to 1925. He was professor of ophthalmology at Georgetown 
University School of Medicine from 1906 to 1925. In atten- 
dance at the dinner were Daniel Willard, LL.D., president of 
the board of trustees of the university; Mayor Jackson; Her- 
bert L. Satterlee of the board of the Wilmer Foundation, and 
Mrs. Henry Breckenridge, originator of the foundation. New- 
ton D. Baker, Cleveland, former Secretary of War, was toast- 
master, and speakers included Drs. George E. de Schweinitz, 
emeritus professor of ophthalmology, University ot Pennsyl- 
vania School of Medicine, Philadelphia, and William H. Howell, 
director emeritus of the School of Hygiene and Public Health 
of the university. The dinner was held in the hall of the 
Welch Medical Library. 


MASSACHUSETTS 


Dr. Gallie to Give Shattuck Lecture.—Dr. William E. 
Gallie, professor of surgery, University of Toronto Faculty of 
Medicine, will deliver the 1935 Shattuck Lecture of the Mas- 
sachusetts Medical Society. 

Dr. Rowe Dies.—Allan W. Rowe, Ph.D., since 1908 pro- 
fessor of chemistry, Boston University School of Medicine, and 
director of research at Evans Memorial Hospital since 1921, 
died, December 6, aged 55. Dr. Rowe graduated from the 
Massachusetts Institute of Technology in 1901 and received 
his degree of doctor of philosophy from the University of 
Gottingen, Germany. A member of many scientific societies, 
Dr. Rowe has contributed much to the literature on endo- 
crinology atid allergy. He was an honorary fellow of the 
Suffolk County Medical Society. 

Research Expedition Returns.— The MHarvard-African 
Expedition, which has been carrying on medical and biologic 
investigations on onchocerciasis in the Belgian Congo, has 
returned to this country. The expedition, which left last April 
under the direction of Dr. Richard P. Strong, was sponsored 
by the department of tropical medicine, Harvard Medical 
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School, Boston. Research on the material brought back from 
the expedition will be completed in the laboratories of the 
department by Dr. Strong and Jack H. Sandground, Sc.D. It 
was stated that in some of the villages in the Congo, about 
95 per cent of the natives were infected with various degrees 
of onchocerciasis, many of them totally blind as a result. 

Dr. Edsall Retires as Dean of Harvard.— Dr. David 
Linn Edsall will retire as dean of the faculty of medicine and 
dentistry of the medical school and of the school of public 
health of Harvard University, Sept. 1, 1935, and become dean 
emeritus. Dr. Edsall, who is 65 years of age, has been dean 
of the medical school since 1918. In 1893 Dr. Edsall grad- 
uated in medicine at the University of Pennsylvania, where 
from 1907 to 1910 he was professor of therapeutics and phar- 
macology, and from 1910 to 1911 professor of medicine. The 
following year he spent as professor of preventive medicine at 
Washington University, St. Louis. In 1912 he was appointed 
Jackson professor of clinical medicine at Harvard, becoming 
dean of the medical school and of the faculty of medicine in 
1918. He has been dean of the school of public health since 
1922 and of the faculty of dentistry since 1924. 


MINNESOTA 


Annual Registration Due During January.—Every prac- 
titioner of medicine and surgery holding a license to practice 
in Minnesota is required by law to register annually during 
January with the secretary of the board of medical examiners 
and at that time to pay a fee of $2. A licentiate who practices 
without renewing his license is guilty of a misdemeanor and 
is liable to prosecution. 


Symposium on Fractures.— The Minneapolis Surgical 
Society held its annual symposium on fractures, December 11, 
in the auditorium of the Hennepin County Medical Society. 
The following program was presented: 

Dr. Nels Harvey Nelson, Fracture Disability Esti-nation. 

Dr. Edward A. Regnier, Fiacture of the Neck of the Femur 


Dr. Roscoe C. bi Se = Fracture of the Upper End of the Tibia Involv- 
ing the Knee Joint 

Dr. George R. Dunn, Fracture of the Os Calcis. 

Dr. Robert G. Allison, Pathologic Fractures. 

Dr. Willard D. White, Results in Fracture of the Spine. 


Dr. Arthur A. Zierold, Newer Methods of Determining Extent of 
Traumatic Brain Injur 


Dr. George D. Eitel, Fracture Dislocation of the Shoulder, 


NEBRASKA 


Society News.—A symposium on medical care of families 
of low income was presented before the Omaha-Douglas 
County Medical Society, Omaha, November 13, by Drs. Rudolph 
Rix, John R. Kleyla, John Jay Keegan and Frederick O. Beck. 
——Dr. John Alexander, Ann Arbor, Mich., delivered the 
annual Alpha Omega Alpha address at the University of 
Nebraska College of Medicine, Omaha, November 26. 


Fifty Years in Practice.— Dr. and Mrs. Peter Harold 
Salter, Norfolk, were guests of honor at a dinner sponsored 
by the Madison-Six Counties Medical Society at the Hotel 
Norfolk, November 2, in honor of Dr. Salter’s fiftieth anni- 
versary of medical practice. Dr. Morris Nielsen, Blair, was 
toastmaster. Dr. Salter is a native of Canada and received 
his medical education in Toronto and Edinburgh. He was 
resident of the Nebraska State Medical Association, 1909- 
1o10, and was a founder of the Elkhorn Valley Medical 
Society. 


NEW MEXICO 


Personal.—Dr. Charles Mozley, Albuquerque, has been 
appointed health officer of Sandoval County and Dr. Hilton 
W. Gillett, Lovington, for Lea County. 


Malaria Control Projects. —F ERA drainage projects 
for malaria mosquito control are under way in Santa Fe, Rio 
Arriba, Mora and Sierra counties, and projects have been sub- 
mitted for San Juan and Dofia Ana counties. 


NEW YORK 


Annual Registration Due January 1.—Every practitioner 
of medicine and surgery in New York is required by law to 
apply annually, on or before January 1, to the secretary of 
the board of medical examiners for a certificate of registration, 
on application forms furnished by him, and to pay at that time 

a fee of $2. The law authorizes the secretary of the board 
o permit secretaries of duly incorporated medical societies to 
act as his representatives to receive and transmit to him such 
applications and fees. Practitioners are liable to severe penal- 
ties for failing to register and for continuing in practice 
thereafter. 
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Exhibit on Medical Progress. — Progress in medicine 
during the last century was shown in a varied exhibit at 
Rochester’s Centennial Exposition recently. A committee, of 
which Dr. Stearns S. Bullen was chairman, prepared the 
exhibit with the cooperation of the University of Rochester 
School of Medicine, the Rochester Hospital Council, the Genesee 
Valley Nursing Association, the Rochester Tuberculosis and 
Health Association, the health bureau and the Temporary 
Emergency Relief Administration, Among the displays were 
exhibits depicting pioneer medicine, early medical instruments 
and modern medical paraphernalia. There were slides show- 
ing the development of hospitals and the history of surgery, 
transparent pictures illustrating prevention and treatment of 
tuberculosis and the use of the x-rays in diagnosis, and charts 
showing tle increase in life expectancy and .the activities of 
the Medical Society of the County of Monroe. One physician 
contributed a display of foreign bodies removed from lungs, 
throats and ears; health agencies showed preparations used 
in the control of communicable disease. The development of 
the human infant was portrayed in a series of actual embryos, 
and another group of pathologic specimens showed organs 
attacked by various diseases. In addition, there were exhibits 
on food and sanitation, old medical books and child health in 


Rochester. 
New York City 


Honorary Membership in the Academy.—The New York 
Academy of Medicine at a meeting November 8 awarded hon- 
orary memberships to the following scientists: Sir Humphry 
D. Rolleston, Surrey, England; Dr. August Krogh, Copen- 
hagen, Denmark, Nobel prize winner in 1920; Dr. Claude 
Regaud, Pasteur Institute, Paris; Dr. William H. Howell, 
physiologist, Baltimore, and Dr. Frederick George Novy, pro- 
y peaaggoe bacteriology, University of Michigan Medical School, 

nn Arbor. 


Medical College News.—At the opening session of the 
Long Island College of meng October 1, Dr. Morgan 
Willcox Ayres, Upper Montclair, N. J., presented three paint- 
ings to the college. ne was a portrait of his father, 
Dr. Daniel Ayres, one of the founders of the college in 1858. 
The other two are copies of paintings by Sir Joshua Reynolds 
of Dr. John Hunter and Sir Astley Cooper. Dr. Frank L. 
Babbott Jr., president of the college, accepted the paintings. 
Dr. Babbott also announced completion of a new recreation 
building presented to the college last year by the Misses Jennie 
and Cornelia Donnellon, who have since died. 


Hospital News.—Dr. George R. Brighton has been 
appointed attending otolaryngologist to Roosevelt Hospital, 
succeeding Dr. Hampton P. Howell, who resigned after twenty- 
two years at the head of the department——The Bronx Hos- 
pital held a clinical conference on orthopedics, with presentation 
of cases of interest to the general practitioner, November 14. 
Members of the staff who presented cases were Drs. Sigmund 
Epstein, Maurice H. Herzmark, Abraham B. Pemsler, Aaron 
Schwartz, Samuel W. Boorstein, Louis Saltzman, David Sashin 
and Sidney H. Freilich——Dr. David Adlersberg of the Uni- 
versity of Vienna gave a lecture at Mount Sinai Hospital, 
November 3, on “Modern Trends in the Dietetic Treatment 
of Diabetes Mellitus.” 


Personal.—Dr. Charles Diller Ryan, clinic executive of the 
Payne Whitney Clinic, New York Hospital, has been appointed 
administrative consultant in psychiatry to the department of 
hospitals———Dr. Karl Landsteiner of the staff of the Rocke- 
feller Institute for Medical Research received the honorary 
degree of doctor of science from Cambridge University, Eng- 
land, October 22———Dr. Harry Wessler has been appointed 
chief of the tuberculosis division of the Montefiore Hospital 
and its country sanatorium, succeeding the late Dr. Maurice 
Fishberg ——Dr. William H. Park was honored by an achieve- 
ment award given by the Alumni Association of Columbia 
University graduate schools, November 12.—— Walter F. 
Goebel, Ph.D., has been promoted from associate to associate 
member of the staff of the Rockefeller Institute for Medical 
Research; Drs. Frank L. Horsfall, John W. Murray and 
Albert B. Sabin have been appointed assistants. 


NORTH DAKOTA 


Annual Registration Due January 1.—Every practitioner 
of medicine and surgery holding a license to practice in North 
Dakota is required by law to register annually on or before 
January 1 with the secretary-treasurer of the board of medical 
examiners and at that time to pay a fee of $5 if a resident 
of North Dakota or $2 if a nonresident. A practitioner may 
not lawfully practice if he has not registered. If he does so 
his license may be revoked and can be reinstated on the pay- 
ment of unpaid fees and 50 cents for each month of default. 
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State Director of Health Appointed.— Dr. Walter H. 
Hartung, Toledo, has been appointed state director of health 
by the incoming governor, Martin L. Davey, who takes office 
January 14. Dr. Hartung, a graduate of Toledo Medical Col- 
lege in 1912, has served two terms as coroner of Lucas County 
and ran for mayor of Toledo in 1933. He succeeds Dr. Harry 
G. Southard. 

Academy Awards Prize for Poetry.—Dr. Wenzel A. 
Medlin has been adjudged winner of a poetry contest conducted 
by the Cleveland Academy of Medicine and declared first poet 
laureate of the society. Dr. 
cup for a lyric poem of three stanzas entitled “Darrow Hills.” 
Thirty-two poems were entered in the contest, in which Mrs, 
Katherine Kelley Taylor was the judge. Honors for excellent 
work also went to Drs. Roy G. Pearce, Akron (nonresident 
member), Horace E. Mitchell, Lakewood, Torald H. Sollmann, 
Frank J. Vokoun and Samuel L. Lemel. 


District Meetings.—At a meeting of the Union Medical 
Association of the sixth councilor district in Wooster, Novem- 
ber 7, speakers were Drs. Donald D. Shontz, Massillon, on 
“Treatment of Auricular Fibrillation’; William H. Bunn, 
Youngstown, “Recognition of Common Cardiac Irregularities” ; 
Roy Wesley Scott, Cleveland, “Coronary Artery Disease,” and 
David Steel, Cleveland, “Roentgen Diagnosis of Syphilitic 
Aortitis and Unusual Types of Thoracic Aneurysm.”——The 
Eighth District Medical Society held its annual fal! meeting 
in New Lexington, November 1, with the following speakers : 
Drs. Charles W. McGavran, Columbus, on “Problems Relating 
to the Colon”; Julien FE. Benjamin, Cincinnati, “Present-Day 
Conceptions in the Prevention of Heart Disease,” and Frank 
\V. Harrah, Columbus, “Urology from the Standpoint of the 
General Practitioner.” 


Personal.—Dr. Abram L. Van Horn, Cleveland, has been 
appointed chief of the division of child hygiene of the state 
department of health. The department has been without a 
director for two years because of curtailments in the budget. 
——Dr. Samuel B. Kistler, Coshocton, has been appointed 
health officer of Coshocton County to fill the unexpired term 
of the late Dr. David M. Criswell——Dr. Harry G. Sloan, 
Cleveland, received the honorary degree of doctor of science 
from Washington and Jefferson College, Washington, Pa., 
recently. Dr. Sloan is a graduate and has for several years 
been a trustee of the college. ——Dr. Francis M. Frazier, 
Bryan, who is also a lawyer, was recently elected judge of 
the court of common pleas in Williams County———Dr. Ernst 
J. Oesterlin, Milwaukee, has been appointed pathologist to the 
Springfield City Hospital. 


PENNSYLVANIA 


Annual Registration Due January 1.—Every practitioner 
of medicine and surgery holding a license to practice in Penn- 
sylvania is required by law to register annually, on or before 
January 1, with the board of medical education and licensure 
in the department of public instruction, and to pay a fee of $1 
or such fee as may be fixed by the department of public instruc- 
tion. A practitioner who fails to register and who continues 
to practice is liable to a fine of from $10 to $100. 


Society News.—Dr. Robert S. Dinsmore Jr., Cleveland, 
addressed the Luzerne County Medical Society, Wilkes-Barre, 
November 7, on results of malignant disease——Dr. Paul D. 
White, Boston, addressed the Cambria County Medical Society, 
Johnstown, December 6, on “Important Problems in Cardio- 
vascular Diagnosis and Their Treatment.”——Brig. Gen. Mat- 
thew A. Delaney, commandant of the Army Medical School, 
Carlisle Barracks, addressed the Dauphin County Medical 
Society, Harrisburg, December 2, on “What the United States 
Army Has Contributed to the Progress of Medicine.” Drs. 
Oscar Paul Holmer and Howard K. Petry of the staff of the 
Harrisburg State Hospital addressed the society in November 
on “Child Guidance in Its Relation to Medical Practice” and 
“The Community Relation of a Mental Hospital,” respectively. 
——Drs. George W. Ramsey and John B. McMurray, Wash- 
ington, were speakers at a meeting of the Fayette County 
Medical Society, Uniontown, December 6, on “Rheumatic Heart 
Disease and Subacute Bacterial Endocarditis” and “Differential 
Diagnosis of Lateral Sinus Thrombosis, Meningitis and Brain 
Abscess,” respectively. 

Philadelphia 


Seminars on Cardi8vascular Disease.—The current group 


of graduate seminars sponsored by the Philadelphia County, 


Medical Society deals with cardiovascular disease. Speakers 
for the series are Drs. John Eiman, Charles C. Wolferth, 
Henry C. Bazett, James E. Talley and Eugene M. Landis. 
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Medlin was awarded a silver. 
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Presentation of Dental Library.—The administrators of 
the will of the late L. Ashley Faught, D.D.S., presented his 
dental library of more than 1,000 volumes to the Philadelphia 
County Medical Society at a meeting, November 21, in the 
auditorium of the society. Dr. Faught’s son, Mr. Albert Smith 
Faught, made the presentation; Dr. Seth A. Brumm, president 
of the society, accepted the gift for the society and Dr. James 
M. Anders for the library committee. After the ceremony 
members inspected the library. Dr. Faught, who died about 
a year ago, was professor of operative dentistry at Temple 
University for many years. He was the father of Dr. Francis 
Ashley Faught. 


Society News.— Dr. DeForest P. Willard delivered the 
annual oration of the Philadelphia Academy of Surgery, 
December 3, on “Relationship of the Parathyroid Gland to 
Calcium Metabolism.” Dr. Benjamin Lipshutz also presented 
a paper on “An Incision for the Exposure of the Ventral 
Surface of the Distal End of the Radius and Its Related Struc- 
tures.” ——- Drs. Douglas Macfarlan and Robert F. Ridpath, 
among others, addressed the Philadelphia Laryngological 
Society, December 4, on “Ionization Treatment in the Ear— 
Present Status,” and “Agranulocytic Leukemia,” respectively. 
——The Obstetrical Society of Philadelphia devoted its meet- 
ing, December 6, to a discussion of the recent report and 
recommendations of the maternal mortality survey of Phila- 
delphia. Various phases of the subject were presented by the 
following speakers: Drs. Jesse O. Arnold, the laity; Barton 
C. Hirst, the physicians; Clifford B. Lull, the hospitals, and 
William R. Nicholson, organized medicine——The meeting of 
the Philadelphia County Medical Society, December 12, was 
devoted to a general consideration of fractures for the benefit 
of the practicing physician. Participants in the program were 
Drs. Hubley R. Owen, Eldridge L. Eliason, John Royal Moore 
and Harvey C. Masland. 


SOUTH DAKOTA 


Society News.—A recent meeting of the Yankton District 
Medical Society was addressed by Dr. Jacob A. Bargen, Roch- 
ester, Minn., on “Management of the Various Types of Colitis.” 
Drs. Francis J. Abts, Yankton, and Joseph C. Ohlmacher, 
Vermillion, discussed thymoma.—— Dr. C. Frederick Rodda, 
Minneapolis, addressed the Aberdeen District Medical Asso- 
ciation recently on acute abdominal conditions in children. 


Health Officers’ Meeting.— The annual meeting of the 
South Dakota Health Officers’ Association was held at Huron, 
November 14. Dr. Jay Arthur Myers, Minneapolis, was the 
guest speaker, giving an address on tuberculosis before the 
association and another at a public meeting. Among other 
speakers, Dr. A. S. Rider, Flandreau, president-elect of the 
South Dakota State Medical Association, discussed ‘Medical 
Society Organization.” 


TEXAS 


Annual Registration Due January 1.—Every practitioner 
of medicine and surgery holding a license to practice in Texas 
is required by law to register annually on or before January 1 
with the state board of medical examiners and at that time 
to pay a fee of $2. If a practitioner fails to renew his regis- 
tration within sixty days after January 1, his license is 
suspended. 


Dallas County Condemns State Medicine.—The Dallas 
County Medical Society at a meeting, October 25, adopted a 
resolution condemning all forms of socialized medicine and 
participation of the government or hay agencies in the practice 
of medicine except in cases of necessity. The resolution also 
condemned mass examination of school children, expressing 
the belief that such examinations should be made in the physi- 
cian’s office. The members pledged themselves by this action 
to make these examinations and to institute such measures of 
prevention as are practicable and acceptable to the parents and 
to take no part in “wholesale, unscientific, unsafe free exami- 
nations, or wholesale preventive measures applied without pre- 
vious individual study of children.” They further pledged 
themselves to see that no section of the public is neglected 
because of inability to pay. This resolution was prepared by 
the president of the state medical association. 


UTAH 


Hospital Cancer Committees.—Four Salt Lake City hos- 
pitals have formed special cancer committees during recent 
months to work with the standing cancer committee of the 
Utah State Medical Association. Each committee consists of 
a surgeon, an internist, a pathologist and a radiologist and in 
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some cases additional members. At the Salt Lake General 
Hospital members of the committee are Drs. Orin A. Ogilvie, 
George A. Cochran, Robert J. Alexander and James P. Kerby ; 
at the Latter-Day Saints Hospital they are Drs. Leland R. 
Cowan, Ralph T. Richards, William R. Tyndale, Quince B. 
Coray and Lyman L. Daines; at Holy Cross they are Drs. 
John J. Galligan, Fuller B. Bailey, Laurence N. Osman, James 
P. Kerby and Thomas A. Flood, and at St. Marks Hospital 
Drs. Orin A. Ogilvie, William L. Rich and Charles W. Wood- 
ruff. The plan is to study all tumor material entering a hos- 
pital, compare the pathologic with the clinical diagnosis, the 
time elapsing between the time the patient first noticed any 
symptoms and the first visit to the doctor, and to study treat- 
ment and its results. 


VERMONT 


Society News.—Dr. Ira I. Kaplan, New York, addressed 
the Rutland Medical and Surgical Society, November 6, on 
“Malignant Lesions of the Lip, Tongue, Pharynx, Larynx and 
Esophagus.” Dr. Edward M. Livingston, New York, addressed 
the society, October 23, on “Acute Appendicitis: Its Symp- 
tomatology and Differential Diagnosis.” Dr. William R. 

orrison, Boston, addressed the Northwestern County Medical 
Society at Newport recently on “Modern Conceptions of 
Stomach Surgery.” 


GENERAL 


Lumbermens Mutual Casualty Company Abandons Flat 
Rate Plan.—Information has been received following the pub- 
lication of a letter by Dr. W. C. Nordholz in Tne JourNAt, 
November 24, page 1641, that the Lumbermens Mutual Casualty 
Company, Chicago, has abandoned its flat rate plan for medical 
service in relationship to noncompensable industrial cases. 


Jacobi Fellowship for Women Physicians. — The 
Women’s Medical Association of New York City offers the 
Mary Putnam Jacobi fellowship of $1,000 for graduate work 
abroad in the medical sciences to any woman graduate of an 
approved medical school. Each candidate must be endorsed by 
the head of the department in which her previous work has 
been done, and the recipient must give full time to the study 
of her problem. Applications should be filed with the secretary 
of the committee, Dr. Rose Cohen, 36 West Ninetieth Street, 
New York, by April 1, 1935. They should be accompanied 
by statements as to health, educational qualifications and the 
problem proposed for investigation. 


Prize Offered for Essay on Goiter.—The American 
Association for the Study of Goiter again offers the Van 
Meter prize of $300 for the best essay on goiter, based on 
original research, preferably on the basic cause. The prize 
essay or an abridgement is to be presented at the annual meet- 
ing of the association in Salt Lake City, Utah, in June 1935. 
Competing manuscripts should be in the hands of the corre- 
sponding secretary, Dr. William Blair Mosser, Kane, Pa., not 
later than April 1, 1935. The prize for 1934 was awarded to 
M. A. B. Brazier, Ph.D., London, England, for her essay on 
“The Impedance Angle Test for Thyrotoxicosis.” Honorable 
mention went to Prof. Ugo Cerletti, Genoa, Italy, and D. Roy 
McCullagh, Ph.D., Cleveland. 


Health at Wilmington and Nashville. — Telegraphic 
reports to the U. S. Department of Commerce from eighty- 
six cities with a total population of 37 million, for the week 
ended December 1, indicate that the highest mortality rate 
(19.1) appears for Nashville, Tenn., and Wilmington, Del., 
and the rate for the group of cities as a whole, 10.9. The 
rates for Nashville and Wilmington for the corresponding period 
last year were 16.1 and 14.7, respectively, and for the group of 
cities, 11.4. The annual rate for eighty-six cities for the 
forty-eight weeks of 1934 was 11.3 as against a rate of 10.9 
for the corresponding period of the previous year. Caution 
should be used in the interpretation of these weekly figures, 
as they fluctuate widely. The fact that some cities are hos- 
pital centers for large areas outside the city limits or that 
they have a large Negro population may tend to increase the 
death rate. 


Meeting of Orthopedists.—Dr. Charles LeRoy Lowman, 
Los Angeles, was chosen president-elect of the Western Ortho- 
pedic Association at its second annual meeting in Los Angeles, 
November 9-10. Other officers are Drs. Lionel D. Prince, 
president; Merrill C. Mensor, secretary, and Howard H. Mar- 
kel, treasurer, all of San Francisco. The next meeting will 
be held in the San Francisco Bay district. The organization 
of a chapter for the northern district of Washington and 
Oregon was unanimously approved. Dr. Walter Mosauer, Los 
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Angeles, was the guest speaker at the banquet, Friday evening, 
his subject was “Anatomy and Mechanics of Snake Locomo- 
tion.” Other speakers on the program included: 


Dr. Ernest W. Cleary, San Francisco, Simple Devices for Application 


of Traction to Fractures of Forearm and Leg Bones. 
Dr. Charles L. Hawk, Hollywood, Treatment of Chronic Osteomyelitis. 
Dr. Brooks P. Stephens, Oakland, Orthopedic Problems of Amebiasis. 


a M. Rolland, Los Angeles, Supracondylar Fractures of the 
w. 


Southwest Society Opposes Health Insurance. — The 
Medical and Surgical Association of the Southwest, embracing 
Arizona, New Mexico, Western Texas and northern Mexico, 
at its annual meeting in El Paso, November 22-24, adopted 
resolutions opposing the establishment of national health or 
sickness insurance and endorsing the principles adopted by the 
House of Delegates of the American Medical Association at 
the Cleveland session. The resolution recommended that the 
government pass the problem of medical relief arising out of 
the present depression to the organized medical profession for 
solution, together with such legal powers and authority as 
may be necessary. It was asserted that the adoption of health 
and sickness insurance schemes represents an adjustment to an 
economy of poverty, whereas the problem in America is an 
adjustment to an actual or potential economy of abundance. 
The establishment, therefore, of yet another poverty-born device 
will serve to hinder rather than facilitate our adjustment and 
can have no logical justification, it was stated. Dr. James J. 
Gorman, El Paso, was chosen president-elect of the associa- 
tion, and Dr. David M. Davis, Phoenix, Ariz., became presi- 
dent. Drs. Chester R. Swackhamer, Superior, Ariz., and John 
G. Moir, Deming, N. M., were elected vice presidents and 
Dr. William Warner Watkins, Phoenix, secretary. The 1935 
meeting will be held in El Paso. 


Society News.—Dr. Edward S. Hatch, New Orleans, was 
elected president of the Clinical Orthopedic Society at its 
annual meeting in St. Louis, November 9-10. Dr. Philip Hoff- 
mann, St. Louis, was chosen vice president and Dr. James 
E. M. Thomson, Lincoln, Neb., secretary. Next year’s meet- 
ing will be held in Indianapolis and Louisville, Ky., dates to 
be selected later——Dr. William L. Clark, Philadelphia, was 
reelected president of the Academy of Physical Medicine at 
its annual meeting in New York, October 30-31. Among fea- 
tures of the meeting were a symposium on the roéle of elec- 
tricity in surgery presented by Drs. William D. McFee, 
Boston, William L. Clark, Philadelphia, Grant E. Ward, Bal- 
timore, Lester R. Whitaker and Benedict F. Boland, Boston; 
an address by Prof. Isidore Gunzburg, Antwerp, Belgium, on 
“The European Concept of Physical Medicine,” and the pres- 
entation of an honorary fellowship to Dr. Robert Tait McKen- 
zie, sculptor and research professor of physical education, 
University of Pennsylvania, for his “achievement in physical 
education and sculpture and his notable contribution to the 
rehabilitation of maimed soldiers during the World War.’—— 
At the annual meeting of the American Society of Tropical 
Medicine, November 16, Dr. Henry E. Meleney, Nashville, 
Tenn., was chosen president-elect, and Dr. Edward B. Vedder, 
Washington, D. C., was installed as president. Dr. Alfred C. 
Reed, San Francisco, was reelected secretary. The dates for 
the next annual session were tentatively set for Nov. 13-14, 1935. 
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Pediatrician Appointed Assistant Chief of 
Children’s Bureau 


Dr. Martha M. Eliot, associate clinical professor of pediat- 
rics at Yale University School of Medicine and for several 
years director of the division of maternal and child health in 
the Children’s Bureau of the U. S. Department of Labor, has 
been appointed assistant chief of the bureau in charge of all 
matters relating to health. Dr. Eliot, a graduate of the Johns 
Hopkins University School of Medicine, Baltimore, has carried 
on investigations on growth, nutrition, rickets and diet, with 
emphasis on the preventive and economic aspects of the prob- 
lems. She was made instructor in the pediatric department at 
Yale in 1921, assistant clinical professor in 1927 and associate 
clinical professor in 1932. At present she is attending pedia- 
trician to the New Haven Hospital and New Haven Dispen- 
sary. She has been on the staff of the Children’s Bureau since 
1924. Among other medical affiliations, Dr. Eliot is a member 
of the American Pediatric Society; the American Academy 
of Pediatrics, in which she is chairman of the committee on 
child health relations, and the National Research Council. 
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LONDON 
(From Our Regular Correspondent) 
Nov. 17, 1934, 
The Radium Treatment of Cancer 


The report of the Medical Research Council on the medical 
uses of radium has just been published. The outcome of the 
research in radium therapy initiated by the Council has helped 
toward the stabilization of methods and shown that the reactions 
of the tissues to this form of radiation is most complex and 
bewildering. While certain of the responses of isolated forms 
of cell life may be comparatively simple, a very different 
behavior is shown by tissues that form part of a connected 
organized structure, and nowhere is this seen better than in 
the reactions of malignant tumors both to radium and to the 
x-rays. Even in the simplest living structures the reaction to 
radium cannot be readily explained or described. 

Three varieties of malignant disease (other than skin cancer) 
offer the most promising field for the use of radium: uterine, 
buccal and breast cancer. 


CANCER OF THE UTERUS 


There is little apparent difference in the technic of the treat- 
ment of uterine cancer at the chief centers in this country and 
in the world at large. What is usually aimed at is local treat- 
ment with radium supplemented by x-rays to the pelvis. Com- 
parison with the results of surgery show two important points: 
Frankly operable cases are treated just as successfully by 
radium as by surgery, but with a much smaller mortality, while 
inoperable cases give under radium a by no means negligible 
percentage of clinical cures—apparent freedom from disease for 
five years. Therefore an increasing number of gynecologists 
refer their patients for radiotherapy rather than submit them 
to operation. 

CANCER OF THE MOUTH 


In buccal cancer it has been a general relief to surgeons to 
know that, for primary lesions of the tongue, radium is success- 
ful in proper hands. At most radium clinics, comparatively 
little difficulty is felt in dealing with primary growths of the 
tongue by radium treatment, either interstitial or by means 
of larger units of 1 Gm. and upward applied externally. The 
trouble is with secondary growths in the glands. At present 
there seems to be an even balance of opinion between surgical 
removal and irradiation, either interstitially or externally by 
radium and x-rays. 

CANCER OF THE BREAST 


In breast cancer the position is still more problematic. 
Owing to its success in early cases, surgery will probably be 
followed for many years yet. But, in view of the fact that 
the proportion of success is small once the axilla is invaded, 
there is need for exploring radiologic methods to the utmost. 
The methods of interstitial radiation have been uséd, but the 
breast is not a favorable site because of the presence of so 
many important nerves and blood vessels, damage to which 
is so easy and made good with such difficulty. X-rays are 
probably the most suitable agent, and if the work of Coutard 
can be continued on a comprehensive scale, a big step forward 
will be made. In this country surgery and radiology are used 
almost to an equal extent in breast cancer, and the chief con- 
tributions to the treatment by radium have been initiated here. 
At the centers in St. Bartholomew’s Hospital and Aberdeen 
the practice for some time has been as follows: The primary 
growth, with the probable extensions in the axilla and neighbor- 
ing glands, is treated with interstitial radium. After the lapse 
of six or eight weeks the primary growth is removed and 
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examined by pathologists to. see the effect of the gamma radia- 
tions. Under certain definite conditions of irradiation, com- 
paratively little actively growing growth is left. Of seven 
patients treated in this way at Aberdeen in 1932, five remain 
well. 

The centers supplied with radium by the Medical Research 
Council comprise six London hospitals—the Middlesex, Univer- 
sity College, St. Bartholomew’s, St. Peter’s (for genito-urinary 
diseases), Marie Curie (staffed by women physicians), Royal 
Free (the London School of Medicine for Women) and St. 
George’s—and hospitals at Birmingham, Cardiff, Aberdeen and 
Dublin. Manchester does not participate in the council scheme 
but receives a considerable amount of radium from the Radium 
Commission, and workers in its center receive grants for study 
in certain lines of treatment and in biologic problems. Research 
into the best methods of estimating radium dosage is being 
carried out at the Radium Institute of Manchester. This is on 
original lines and promises to be of considerable practical value. 


The Scientific Refugees from the German Persecution 

In a letter to the Times, Lord Rutherford, president of the 
Academic Assistance Council (formed to assist scientific refugees 
from the German persecution) reports progress. Of the German 
scholars and scientists displaced since April 1933, 200 have 
found permanent places and 325 have been provided with tem- 
porary facilities for continuing their research outside Germany. 
This means that at least two thirds of the total number who 
are justified in hoping to continue their scientific work have 
been assisted to remain in the academic world. The activities 
of the academic assistance committees have been coordinated 
on an international basis, and the size and nature of the problem 
are now known. 

The Academic Assistance Council is at present giving emer- 
gency grants to seventy-one scholars and scientists in the 
universities of this country to maintain them while seeking 
permanent posts. Of the scholars to whom the Council made 
grants before April 1934, approximately one third have found 
positions outside this country. The council is convinced that 
this absorption will continue, provided the emergency grants 
in aid can still be given. But there is danger of the funds 
being exhausted before permanent placement is achieved. Some 
national committees on the continent are already faced with 
collapse, and the resources of the Academic Assistance Council 
will be brought to an end in July 1935 by its present 
commitments. 

The council has decided that its emergency work of grants 
in aid, payment of traveling expenses and loans for reestablish- 
ment must continue, but that in addition it should make a 
more permanent contribution to the defense of academic free- 
dom by the creation of a limited number of research fellowships 
available at the British universities for scholars and scientists 
of special standing in their subjects. For this purpose and 
for the continuance of its urgent emergency work the council 
proposes to issue an appeal for funds. The council has never, 
in principle, confined its emergency assistance to those dis- 
placed from Germany alone, and it proposes that the fellow- 
ships shall be available for scholars and scientists in any country 
who are unable to continue their work for reasons of religion, 
political opinion or race. For a constructive program of assis- 
tance on an international basis there is already the prospect of 
obtaining from an American source funds for the creation of 
thirty-six fellowships of three years’ duration available in the 
universities of the British dominions. 


Obligatory Medical Examination Before Marriage 
In the house of lords, Lord Kilmaine moved that the marriage 
laws should be so amended as to make it obligatory for both 
parties to produce medical certificates of fitness before they 
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come before a minister of religion or the civil authority. He 
referred to many cases of men and women leading spoiled lives 
through no fault of their own but owing to some hereditary 
taint. He proposed that there should be four kinds of cer- 
tificates. Certificate A would be the “all clear,” stating that 
the parties were perfectly fit to marry and raise a family. Cer- 
tificate B would show that for some reason of health there 
should be delay, and the parties could present themselves again 
after six months. Certificate C would say that the parties 
could marry without danger to each other, but that it should 
be a childless marriage. He held strongly that it was wicked 
to bring children into the world unless there was a reasonable 
prospect of their being able to lead healthy, happy and useful 
lives. This implied that some form of* birth control must be 
employed. Certificate D would prohibit the marriage entirely. 
It would be used in cases in which there was danger not only 
to the children but to the contracting parties. 

The bishop of Norwich opposed the motion. He said that 
there was a dignity attached to the human race which must 
never be lost sight of. Failure to obtain a certificate would not 
always prevent alliances from which children would result. 
The archbishop of Canterbury dwelt on the practical difficulties 
of the proposal. In the case of certificate C, how was the 
impossibility of procreation to be ensured? For the govern- 
ment, Viscount Gage said that the Ministry of Health regarded 
the proposal as a matter of some importance. He did not think 
that any serious consideration had been given by the public 
to limitation of the right to marry except in the case of mental 
defectives. The attitude of the Ministry of Heaith was that 
there was sufficient evidence from experience to justify the 
testing of public opinion thoroughly in regard to the reports 
of the Board of Control (the body which controls lunacy 
administration) and the Departmental Committee on Steriliza- 
tion. These reports recommended the voluntary sterilization 
of mental defectives. It was realized that there were undeniable 
evils, some of which might be prevented, but it was felt that in 
these delicate matters it was necessary to carry public opinion. 
To proceed on the lines proposed by Lord Kilmaine without 
large evidence of public and medical support would be dis- 
astrous to the cause he had at heart. The motion was by leave 
withdrawn. 


PARIS 
(From Our Regular Correspondent) 
Dec. 13, 1934. 
Social Insurance Law Unpopular 

There is much discontent in French medical circles and an 
active discussion is taking place as to what can be done to 
bring the medical profession into line with the rapid changes 
taking place in organized society, especially since the World 
War. Clinics, controlled and directed by groups of physicians, 
as they exist in the United States, are practically nonexistent 
not only in France but all over Europe. A series of letters 
in a recent issue of one of the Paris journals reveals the opposi- 
tion of those who hesitate to abandon the traditions of medicine 
and the fervent plea of the more progressive physicians to 
adapt themselves to the social evolution and establish diagnostic 
centers under private control. The French social insurance 
law is not very popular, either with those whom it protects 
against illness and old age or with the medical profession. It 
differs, however, from similar legislation in Germany in per- 
mitting the assured to choose his own physician, who must 
adjust his charges to a fixed government tariff. The establish- 
ment of diagnostic centers all over France by the profession 
is one solution of the question before the government steps in 
to organize this method of extending the benefits of modern 
medicine. 
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Phlebitis and Embolism Following 
Gynecologic Operations 

In the October 20 issue of the Progrés médical, Macias de 
Torrés, a prominent Spanish surgeon, submitted his experience 
based on 2,000 major gynecologic operations. There were 
twenty-five cases (1.25 per cent) of phlebitis affecting the lower 
extremities, and seven embolisms. More than half, fifteen of 
the twenty-five cases of phlebitis, were in women over 40. 
Operations for uterine fibroids constituted more than one third 
(36 per cent) of those, followed by phlebitis. He agrees with 
the generally accepted opinion that infection as the direct result 
of the operation, or latent infection in the removed structures 
or as the result of trauma during the operation, only excep- 
tionally has any part in postoperative phlebitis or embolism. 
These complications are rare following salpingectomy of infec- 
tious origin but are common after myomectomy or removal of 
large cysts or after operations for extra-uterine pregnancy. 
Preceding generalized infections, especially influenza, may have 
some influence but not a very important one. Anemia as the 
result of metrorrhagia or cardiovascular changes is certainly 
an important etiologic factor. 

A series of cases was studied to see whether changes in the 
coagulation time of the blood had any influence. From exten- 
sive coordinated laboratory and clinical observation it would 
appear that it is impossible at present to tell in which patients 
a phlebitis is likely to appear after operation. The preopera- 
tive use of vaccines does not act as a prophylact.c, as main- 
tained by some French gynecologists. The administration of 
cardiac stimulants, perfect asepsis, unnecessary traumatizing of 
tissue, and a good operative technic are the only measures that 
might aid in decreasing the possibility of the development of 
phlebitis. Getting the patients out of bed early is still a 
debatable prophylactic. He allows the patient to get up on 
the tenth day, at which time the sutures are removed from the 
abdominal wall. 

In 2,000 laparotomies for gynecologic conditions there were 
seven (0.35 per cent) fatal embolisms. In some nonfatal cases 
the pulmonary embolism is often erroneously diagnosed as a 
bronchopneumonia. Of all the causes of embolism, such as 
varicose veins, anemia, age, and operations by the vaginal route, 
the most important factor according to de Torrés appears to 
be the age of the patient. Of the seven patients, five were 
above 40, one was 38 and one was much younger. In con- 
clusion, a good operative technic is the only measure that will 
tend to prevent postoperative thrombosis and embolism. 


Typhoid, Shellfish and Fuel Oil 


At the October 16 meeting of the Academy of Medicine of 
Paris, Drs. Loir et Legangneux of Havre read a paper on 
typhoid, shellfish and fuel oil. The presence of several large 
oil refineries at this seaport and the constant discharge of fuel 
oil from steamers caused the authors to study how this can 
affect the shellfish, especially mollusks and clams, which live 
along the shores near such a harbor. The immediate cause 
of this investigation was an epidemic of typhoid this fall, which 
could be traced to the ingestion of shellfish. 

They carried out some experiments to determine how the 
oil acts on such shellfish. 

They found that mollusks absorbed some of the fuel oil, as 
was evident from the odor and the fact that the mollusks 
appeared pale and ill nourished. 

They studied the effects of fuel oil on typhoid and para- 
typhoid cultures, which were examined every two hours. No 
inhibitory action was observed in the development of the cul- 
tures. One can best explain infection following the ingestion 
of shellfish (mollusks, clams and oysters) by the fact that they 
are rendered incapable of defending themselves against the 
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development of typhoid and paratyphoid bacilli because of the 
toxic action of the fuel oil. Clams are more dangerous than 
any other shellfish, because the clam lives so near the surface 
of shallow water that it is more likely to have its defensive 
mechanism of ejecting organisms rendered inert by the fuel 
oil floating there. The conclusions reached were that the oil 
per se is not very toxic but leads to a cellular degeneration 
even when only small quantities are ingested by the mollusk 
or clam. This places the latter at a disadvantage in trying to 
struggle against the organisms. 


Influence of Exercise on Metabolism 


Guy-Laroche, Chaisemartin and Grigaut made some interest- 
ing observations on twenty-one army officers during a six 
weeks intensive training period. No restrictions of diet were 
required. The first effect noted was an increase in weight in 
fifteen of the twenty-one. Cholesterol can be considered as an 
index of fat metabolism as well as that of lipoids in general. 
When the percentage in the blood is higher than normal, the 
combustion of these lipoids is delayed in the organism, Exami- 
nation of the blood revealed a normal figure and remained so 
in fifteen of the twenty-one. In nine others the percentage was 
above normal at the beginning but decreased markedly during 
the six weeks observation period. 

The better functioning of the tissues and viscera was followed 
by a decrease in the blood urea and uric acid, which was 
especially noticeable in the case of those whose uric acid in 
the blood was above normal at the beginning. It is essential 
not to fatigue the individual and to increase the severity of the 
exercises gradually. Sports and physical culture should be 
supervised medically in order to avoid the harmful effects of 
fatigue. 

This agrees with the views expressed at the International 
Congress of Physical Education and Sports held last September 
in Chamonix, France. It was voted at this congress that 
special courses be given in medical schools and a diploma be 
granted at the end of these courses. 


Inoculation of Rabbits with Cerebral Tissue 
in Dementia Paralytica 


Bessemans of Ghent University, Belgium, reported his obser- 
vations at the Academy of Medicine on the inoculation of 
cerebral tissue obtained during life and at necropsy from a 
case of dementia paralytica. All the tests for syphilis were 
positive during life. The cerebral tissue was obtained during 
a decompression operation. Although the latter was followed 
by temporary improvement, death occurred thirty-eight days 
later. More cerebral tissue was obtained for inoculation of 
rabbits and guinea-pigs at the necropsy, held eight and one- 
half hours after death. In both instances the animals failed 
to develop lesions, even though at the first series of inoculations 
Spirochaeta pallida was demonstrated as being active. These 
experiments show that the spirochete of dementia paralytica is 
incapable of giving rise in the rabbit, either directly or 
indirectly by the intermediary of the guinea-pig or of other 
rabbits, to specific lesions like those caused by the ordinary 
Spirochaeta pallida. Bessemans is of the same opinion as 
Levaditi, that the spirochete of dementia paralytica is a special 
form with elective localization for the nervous tissue of man, 
such that its original pathogenic properties differ from those 
of the ordinary Spirochaeta pallida. 


Responsibility in Abortion 
An interesting verdict as to the responsibility of a physician 
in relation to criminal abortion has just been rendered by the 
court of appeals, to which a decision of a lower court had been 
referred. A young woman, believing herself to be pregnant, 
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asked a physician to perform an abortion. He refused but 
gave her the address of a woman who would comply with her 
request. The physician also aided by instructing the applicant 
how to find the abortionist without attracting the attention of 
the janitor of the apartment house, who in Paris is indirectly 
the representative of the police. Both the lower and the appeals 
court decided that the physician was just as responsible for the 
abortion, in simply indicating where it could be done, as though 
he himself had performed it. The law in France is very strict 
in such cases and the physician will be subject to from two to 
five years of prison and a heavy fine. 


BERLIN 
(From Our Regular Correspondent) 
Oct. 8, 1934. 
Liver Function Tests in Nervous Disorders 
and in Opiate Addiction 


Dr. K. Hang of Rostock made liver function tests on patients 
with polysclerosis, on patients who had had encephalitis and 
on opium addicts. He made the galactose test, determined the 
urobilinogen in the urine and occasionally made the test with 
sodium phenoltetrachlorphthalein and determined the quantity 
of bilirubin in the serum. In about half of the cases of multiple 
sclerosis and in nearly all patients with the striatal syndrome 
there existed disturbances in the carbohydrate fixation capacity 
of the liver and (less often) disturbances of the pigment 
metabolism. Similar disturbances of the hepatic function were 
observed in opium addicts, morphine addicts and in persons 
who had been given morphine-scopolamine for longer periods 
and in larger doses, so far as they had withdrawal symptoms. 
If these were not present or if a diet rich in carbohydrates and 
deficient in fats and in proteins was prescribed, the metabolic 
disturbances were less severe or were entirely absent. Such 
a diet, that is, an antiacidotic one, is the best in morphinism 
in general, but particularly during and after withdrawal, because 
it appears to be effective in counteracting the acidosis of mor- 
phinism. Functional disturbances of the liver were observed 
also in a case of codeine addiction but not in an addict to 
eucodal. The blood sugar, determined during fasting, was 
regularly rather high or above normal in morphine addicts. 
By “dehydrochol acid” the blood sugar could be somewhat 
reduced, the urobilinogenuria could be counteracted, and in 
some instances the carbohydrate tolerance could be somewhat 
increased. The same could be observed in parkinsonism and 
(but less pronounced) in multiple sclerosis. After treatment 
with liver extracts, by mouth or by injection, the blood sugar 
(determined on the fasting stomach) increased in the addicts 
but likewise in parkinsonism and generally also in multiple 
sclerosis; the urobilinogenuria decreased as a rule or dis- 
appeared entirely. The galactose hyperglycemia changed hardly 
at all in opiate addicts and in patients with parkinsonism, 
whereas in patients with polysclerosis the carbohydrate toler- 
ance increased as a rule. Liver preparations and “dehydrochol 
acid” exerted no influence on neurologic conditions, but there 
was an improvement in the general condition and in the turgor 
of the tissues. For this reason the two remedies may eventually 
effect remissions in multiple sclerosis; and in morphine addicts 
and in persons with the striatal syndrome they may act as 
general stimulants. The treatment of the striatal syndrome 
by atropine or by scopolamine reduced the urobilinogenuria 
but increased the blood sugar content and left the galactose 
tolerance of the persons with the striatal syndrome generally 
unchanged. The demonstrated disturbances of the hepatic func- 
tion in opiate addicts, in multiple sclerosis and probably also 
in the striatal syndrome are most likely the results and not the 
cause of the disturbance in the central nervous system. 
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Bacteriologic Relations between the Appendix 
and the Oral Cavity 

In recent years the department of Professor Gins in the 
institute for infectious diseases in Berlin has conducted experi- 
ments that have clarified the bacterial flora of the teeth, by 
the cultivation of about twenty former unknown anaerobic 
organisms without spores. It seemed natural to employ this 
method also for other tissues. The appendix was chosen 
because conditions may be expected in its mucous membrane 
that are favorable for the development and preservation of 
anaerobic bacteria. The observations thus far have been made 
on eight surgically removed appendixes, some of which were 
from acute and some from chronic cases. It was found that 
the cultivation of non-spore bearing anaerobic bacteria failed in 
only a single experiment. In all other instances Leptotrichia, 
streptobacilli, pneumosintes, Bacterium melaninogenicum, Fusi- 
formis or Vibrio were produced in pure culture. Approximately 
ten types that were found were identical with forms that were 
already known to occur in the oral cavity. Nothing definite 
can be said as yet about their significance in the pathogenesis 
of appendicitis. At any rate it is worthy of note that, in the 
microscopic picture of the smears from the mucous membrane 
of some of the examined cases, certain formerly not cultivable 
threadlike bacteria predominated. In the critical evaluation of 
the observations that were made in these experiments, numerous 
forms of anaerobic Actinomycetes that appeared in the cultures 
were disregarded, since their occurrence seems to be almost 
universal, a fact that so far has not been demonstrated with 
regard to the other types. Nothing is yet known about the 
time of the first appearance of the non-spore bearing anaerobes 
in the appendix, but Gins assumes that, in analogy to the oral 
cavity, they invade the appendix during early youth. In future 
Studies these types should be given especial attention, since 
some of them, particularly Leptotrichia, may be pathogenic. 


Action of Dichlorethylsulphide (Yellow 
Cross—Mustard Gas) on the Skin 


Among the poison gases of the World War, it was the © 


“yellow cross” (mustard gas) that became especially well 
known. Its peculiar action, namely, the relatively late appear- 
ance of the clinical manifestations and the lasting action on 
the skin, was extremely annoying. Whereas the gradual 
development of the macroscopic change had been carefully 
studied, information about the changes within the tissue itself 
were still lacking. Doerffel and Popping of Konigsberg, there- 
fore, studied macroscopically and microscopically the course ot 
corrosion of the skin with the mustard gas (dichlorethyl- 
sulphide) on animals and compared with it corrosions produced 
by mineral acids. The corrosives employed for these experi- 
ments were undiluted dichlorethylsulphide and its solutions in 
benzene (1:10, 1:50, 1: 100), fuming nitric acid, concentrated 
sulphuric acid and so on. The exposed portions of the skin 
were excised after ten minutes, after one, two, six and twelve 
hours, after one, two, three, six and nine days, and finally after 
two and three weeks until the process had completely healed. 
Following the corrosion there developed characteristic changes 
in the epithelium and in the cutis. A pronounced edema 
develops in the epidermis and in the cutis, and this within a 
comparatively short time leads to a subepithelial formation of 
blisters. The vessels are dilated, and some are plethoric and 
are surrounded by a perivascular mantle of infiltration (eosino- 
philia). These changes extend widely beyond the originally 
corroded focus. Corrosions produced by mineral acids present 
entirely different aspects. Here develops at the corroded site 
a drying and shrinking of the tissues, which finally leads to a 
wedge-shaped shedding of the necrotic region of the skin with 
a line of demarcation. The changes resulting from mustard 
gas resemble greatly those produced by x-ray burns. 
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ITALY 
(From Our Regular Correspondent) 
Sept. 15, 1934. 
The Lombard Surgical Society 


The Societa Lombarda di chirurgia met recently in Milan 
under the chairmanship of Professor Donati, director of the 
surgical clinic of the University of Milan. Rotolo spoke on 
typhoid peritonitis, after having examined the records of 5,300 
necropsies carried out at the Institute of Pathologic Anatomy 
in Milan. Of the 117 fatal cases of typhoid, in seventeen cases, 
or 14.5 per cent, there was diffuse peritonitis due to perfora- 
tion; one case presented a circumscribed peritonitis due to per- 
foration; two cases, peritonitis due to rupture of a suppurative 
infarct of the spleen, one case due to perforation of a typhoid 
ulcer. There were twenty-three deaths due to early peritoneal 
complications, or 19.4 per cent. 

Pellegrini dealt with early surgical operations in acute appen- 
dicitis. Since the advantages of an early operation are indis- 
putable, he suggested that a special publicity campaign to that 
end be carried on among the physicians and the general public. 

Alberti used intensive radiotherapy in a grave case of post- 
operative recurrence of sarcoma of the thyroid region, accom- 
panied by metastases of the bony skeleton, to the right tibia 
and to the femoral diaphysis of the same side. The treatment 
consisted in the simultaneous application of three casts contain- 
ing a total of about 290 mg. of radium and kept in position 
for about three weeks. The reaction was violent, with anemia, 
fever and asthenia, but the final result was the disappearance 
of the recurring focus in the neck and the domination of the 
two metastatic foci in the bones, with complete restoration of 
the bone destroyed by the tumor, which gradually regained its 
normal structure. The patient has enjoyed excellent health 
during the past three years. The speaker took account of the 
notable changes brought about—particularly in the blood—by 
the absorption of such an especially large quantity of radia- 
tion, and since such changes were then followed by a complete 
restoration of the normal conditions, he urged his colleagues 
not to overestimate the damage and the dangers associated 
with intensive radium therapy and to regard with less skepti- 
cism in such cases the possibility of an effective radium 
treatment. 

In the treatment of postoperative duodenal fistulas, Pecchia 
and Peracchia secured excellent results by using insulin. They 
hold that this condition is associated with a dysfunctioning of 
the pancreas, which is accompanied ordinarily by duodenal 
fistulas and which is the cause of a change in the carbohydrate 
metabolism. Insulin promotes the cure of the fistulas by 
reestablishing the exchange of hydrocarbons and acting on the 
gastric secretion and on the external pancreatic secretion. The 
speakers are of the opinion that this treatment, combined with 
hypodermic and intravenous administration of large quantities 
of dextrose and chlorides in fluid form, is sufficient to bring 
about a recovery from duodenal fistulas. They recommend this 
treatment also for the reason that it does not contraindicate 
other methods of treatment that might be desirable in some 
cases. 

A New Center for Combating Sterility 


A center for the diagnosis and treatment of sterility has 
recently been established at Milan under the supervision of 
the Cassa edile per le assicurazioni sociali. For two years the 
problem of childless marriages has received special attention 
with the aid of the abundant clinical material. The president 
of the Cassa has now decided to combine and coordinate the 
activity of its various specialized sanitary organizations in a 
single center, the aid of which is offered gratuitously not only 
to its members but also to any one desiring to discover the 
nature of sterility. 
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Poisons Used with Suicidal Intent 


Meneghette of Trieste has studied the various types of poison 
used for suicidal purposes. There is a widespread opinion that 
at various epochs a suggestive factor difficulty of analysis 
plays a part in the choice of a poison. The accidental and the 
criminal poisonings do not present much psychologic interest. 
His observations show that, whereas in the remainder of Italy 
for every 45 cases of suicide by poisoning there are 100 by 
firearms, in Venezia Giulia (Trieste) the respective relation is 
150:100. During the first two decades of this century the 
poison most commonly used was corrosive mercuric chloride. 
Of late the employment of barbiturates has become widespread. 


Scrotal Ring of Domrich 


Favaro of Modena has spoken before the Surgical Medical 
Society of this city on the results of his research on the scrotal 
ring of Domrich (1927), which, he maintains, is none other 
than the “money bag” (paunch) of Girard (1823) and of the 
French topographic anatomists of the last century. This con- 
dition concerns a thickening of the superficial fascia and of 
the deep layer of the subcutaneous tissue which lies anteriorly 
to the opening that communicates below with the third inguinal 


ring. McGregor demonstrated the third ring in 1928 but did 


not take cognizance of the work of Domrich. Posteriorly the 
ring is circumscribed by a similar thickening of the subcu- 
taneous tissue. According to the author, the spermatic cord is 
often caught at the root of the scrotum as the result of irregular 
thickenings of the subcutaneous tissue, forming altogether a 
scrotal inguinal ring. 

Vital Statistics 


From the monthly bulletin of the Istituto centrale di statistica, 
it appears that, on March 31, 1934, the resident population of 
Italy was 42,868,000. The number of new-born for the first 
five months of the current year (440,100) is greater by 8,795 
than that for the same period in 1933 and constitutes 10.4 per 
thousand inhabitants. The excess of living births over deaths 
was thus 192,078. 


Cabinet Approves Sanitary Laws 

The cabinet recently approved the new sanitary laws. The 
trend has been to make the powers of the sanitary authorities 
more effective, and to exert a supervision and control over 
every activity that aims to promote the public health. The 
cabinet approved also new rules pertaining to the granting of 
rewards for meritorious civil services. These regulations pro- 
vide also for the bestowal of medals on those scientists who, 
in the research laboratories, risk their lives for the welfare of 
mankind. 


RIO DE JANEIRO 
(From ‘Our Regular Correspondent) 
Oct. 15, 1934. 

Bacteriology of Leprosy 
Dr. H. C. de Souza Araujo recently presented before the 
members of the Academia Nacional de Medicina the results 
of his experiments on the bacteriology of leprosy, on which 
he has worked about six years. In spite of the fact that typical 
acid-alcohol-fast organisms have been isolated from leprous 
material of either human or murine origin and indexed as 
Mycobacterium leprae, there are bacteriologists who still wonder 
whether or not those organisms are the etiologic agents of 
leprosy. In the official collection of leprosy cultures of the 
Lister Institute of London, under the numbers from 509 to 522 
the following specimens of Mycobacterium leprae appear: 
Kedrowsky, Rost and Williams, Nabarro and Bayon, Clegg I 
and II, Duval’s Chrome, Levy-Chrome, Brinkerhoff I and II, 
Lepra 8, Barry, Reenstierna, Gurrie and Elly. There is the 
genus Mycobacterium, created by Lehmann and Neumann in 
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1896, and the genus Coccothrix (Coccothrix leprae), created 
by A. Lutz in 1886. Even today Lutz defends the priority of 
the creation of Coccothrix over Mycobacterium and the advisa- 
bility of adopting his genus. During the conference on Leprol- 
ogy in Manila in January 1931 the members accepted the 
designation Mycobacterium leprae, first genus of the Myco- 
bacteriaceae (Chester, 1901), second family in the order of the 
Actinomycetales, under the class of Schizomycetes, for the 
etiologic agent of leprosy. The tendency of modern mycol- 
ogists is to include in the Mycobacterium genus all, or at least 
the majority, of the specimens of mycobacteria of the Actino- 
myces genus (Harz, 1877), which heretofore have been con- 
sidered as the third genus of the Actinomycetaceae family 
(Buchanan, 1916). In this connection Drs. Kedrowsky, Bru- 
lowa, Platanov aid some others reported in 1928 results of 
experiments during which they observed bacterial mutations 
in old cultures of tubercle bacilli and of Mycobacterium leprae. 
In the same year the speaker reported results of experiments 
during which he isolated a pure culture of Actinomyces (A. 
lepromatis) from leprous material. This fact was corroborated 
in 1932 by Tomas Ocafia of Argentina in four cases of florid 
leprosy. The speaker has a complete collection of cultures of 
Mycobacterium leprae, with the various specimens of which he 
has worked from 1928 to date. Some of his experiments have 
not as yet been reported. Besides the cultures from the 
English and American collections, he has the following: cul- 
tures of the Streptothrix leproides of Devke, discovered by J. M. 
Gomes, which are used as an antigen in the test for deviation 
of the complement in leprosy; those of the Instituto de Hygiene 
of Sao Paulo, which are of great value in early diagnosis of 
leprosy; Acosta I and II, isolated by F. L. Acosta from lepers 
in Bogota, and samples isolated in Assumpcio by Luiz Migone. 

The results obtained by the speaker while he was working 
with Kedrowsky’s culture, one of the best of the collection, 
and probably the one that has been recently used in the prepa- 
ration of a new antileprous vaccine, confirmed those reported 
by Fraser and Fietchez in the Lancet in 1915. He reported 
negative results from Shiga’s method in 1932 and from Loewen- 
stein’s method last year. Ota’s cultures from Japan lived but 
a short time in the speaker’s laboratory and he was unable to 
perform any experiments with them. Soule was unable to 
send him some of his cultures, because they were so scanty 
that they sufficed to cover only his own work in immunology. 
He expects to work in the near future with cultures from 
Vienna (Loewenstein) and from the University of California 
(Walker). The speaker discussed Lobel's work, as it appears 
in the book “Lepra Bufalorum,” Lobel’s veterinary doctoral 
thesis. Lobel reports a disease in buffaloes, of which he studied 
twenty-one cases in Java. The disease was named tubercular 
leprosy in buffaloes, because of its resemblance to human tuber- 
cular leprosy. It begins by the appearance of erythematous 
spots in the skin, which evolve into confluent cutaneous nodules 
in which an acid-fast organism, similar to Hansen’s bacillus, 
is found in great numbers. The histopathology of the disease 
is also similar to that of human leprosy. Leper cells with 
globoid bodies are always present in the nodules. Lobel refused 
the hypothesis of tuberculosis. The study of this new morbid 
entity in animals with which the natives of Java live in so 
close promiscuity, since they are the only beasts of burden and 
almost the only means of transportation in a city in which the 
endemicity of leprosy is so high, may open new horizons in the 
pathogenesis of leprosy. 


Blastomycosis in Brazil 
Dr. Florino de Almeida, assistant head of the laboratory in 
the department of microbiology of the Faculty of Medicine of 
Sao Paulo, recently lectured before the Sociedade de Medicina 
e Cirurgia on the etiology of blastomycosis in Brazil. He 
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reviewed the large number of fungi that have been classified 
as etiologic agents of blastomycosis and focused his studies on 
Coccidioides immitis and Paracoccidioides brasiliensis, two 
varieties related to the Brazilian disease. One case was reported 
from Argentina and various cases from the United States 
caused by Coccidioides immitis. This mold was incriminated 
for a long time as the etiologic agent of Brazilian cases of 
blastomycosis. The speaker stated that the North American 
and the South American varieties are different, both in their 
biology and in their morphology. Both fungi show remarkable 
morphologic differences in the lesions. The speaker, after a 
review of the literature, projected films showing the clinical 
aspects of blastomycosis and the characteristics of the etiologic 
agents. 


AUSTRALIA 
(From Our Regular Correspondent) 
Oct. 19, 1934. 
Malaria in Australia 

A third of Australia lies within the tropical zone. In the 
tropics too are Papua and the Mandated Territory of New 
Guinea. Before the coming of the white man, tropical Australia 
was probably malaria free but, like Mauritius in the last cen- 
tury, it became infected. Happily, the resulting endemicity has 
not been of grave extent except in a few scattered areas and 
instances. In Papua and New Guinea it is otherwise. Malaria 
is a factor of great importance, which enters in one way or 
another the daily life and work of every resident. Malaria 
has never seriously interfered with tropical settlement in 
Australia as it has done in nearly every other tropical area. 
There is no evidence to suggest that malaria existed in Australia 
prior to its early settlement. The disease was imported from 
overseas. It was first reported in 1838 at Port Essington in 
the Northern Territory of Australia. The first medical descrip- 
tion was given in 1867 by Dr. J. A. White, who described the 
fevers of the Gulf of Carpentaria in Queensland. In Burke- 
town, which is on the gulf, in 1864 the population was annihi- 
lated by the “black sickness,’ which was probably introduced 
by Malays coming across in proas. This was almost certainly 
malignant malaria. In general it might be said that malaria 
is nowhere endemic in Australia below the tropic of Capricorn. 
Sporadic cases of indigenous origin have indeed occurred in 
New South Wales and Southwestern Australia and have 
occasioned considerable anxiety and alarm, but in general the 
disease is confined to the narrow coastal strip that borders 
Australia’s million square miles of tropical territory; i. e., to 
the northwest coast of Western Australia, the Northern Ter- 
ritory, the coastline of the Gulf of Carpentaria, Cape York 
Peninsula, and the northern Pacific slope as far south as Cairns 
and Innisfail (19° S.). These areas are popularly regarded as 
endemic centers. 

So far as the vector is concerned, Heydon has definitely 
incriminated Anopheles punctulatus by dissection and experi- 
ment, for the Territory of New Guinea, while in the absence 
of proof, Anopheles annulipes is hypothecated for Australia, 
on account of its preponderance of numbers in malarious locali- 
ties. The occurrence of isolated “epidemics” or “flare ups” of 
malignant malaria in the endemic area has been a feature of 
the history of malaria in Australia. The subject is of topical 
interest at the moment on account of a sharp epidemic in the 
Kimberley region of Western Australia. The epidemic can 
be traced to an outbreak near Wave Hill in July 1933, which 
smoldered away among the station blacks and their nomadic 
brethren till with the wet season of 1934 it broke into flame 
and destroyed 200 natives and a dozen white men. The dis- 
cussion of malaria cannot be complete without reference to the 
effective control of malaria that is now being maintained in 
Darwin and the Northern Territory by Dr. Cook. The chief 
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strength of his method is to ensure adequate treatment of 
every case. His efforts to convey medicine and instructions 
to sufferers embraces the airplane, the camel and the bush mail. 


State Ministry of Health Forecast for Queensland 

The serious nature of the epidemic of Weil's disease revealed 
the lack of organization in the state health department in 
Queensland. Opportunity was taken to appoint Dr. R. W. 
Cilento as director general of health and medical services. Dr. 
Cilento’s appointment is an important development in what is 
intended to be a thorough reorganization of the health and 
local authority administration. The director general will be 
given control not only of the hospitals and medical services, 
aborigines, insanity and aged people’s homes but also of health 
services now covered by other departments. Dr. Cilento is 
highly qualified for the position. He has done valuable work 
in New Guinea, where he was director of public health. He 
was director of the Australian Institute of Tropical Medicine 
at Townsville in 1921 and 1928 and was subsequently the 
director of the division of tropical hygiene. In the course of 
his work he has been associated with the hookworm campaign 
(partly financed by the Rockefeller Foundation), the control of 
leprosy, chronic nephritis, and dietary problems in New Guinea. 


Cremation in Australia 

The rate of increase in cremations is greater in Australia 
than in any other part of the world. With a population of 
seven million, there are six crematories in operation. The 
figures for other countries are Germany 109, United States 87, 
Great Britain 25, Switzerland 20, Denmark 12, Czechoslovakia 
11, Sweden 10, France 6 and Norway 5. During the past 
twelve months there have been three crematories established 
in Australia, two in New South Wales, and one in Queensland. 
These have all been of modern design, the Queensland crema- 
tory using an electric furnace giving a temperature between 
2,000 and 2,500 F. In the Sydney (Rockwood) crematory there 
were 138 cremations in 1926. In 1933 there were 1,367. At 
the Melbourne crematory there were 84 in 1928 but this total 
had increased to 263 in 1933. One aspect of cremation that 
appeals to the public is that the cost is £10. This is much less 
than the average cost of a grave site, its preparation, monu- 
mental work and maintenance. Religious opposition is evident 
by the Roman Catholics. The cremation regulations require 
two medical certificates to be provided before cremation can 
take place. One views the increasing adoption of cremation 
with approbation. Even in a young country like Australia, 
whose history extends over a mere century (Melbourne cele- 
brates its centenary this week), the areas of ground occupied 
by cemeteries seem unduly large. In Tasmania the cemeteries 
surround the churches. With the expansion of the great cities, 
the necessity has frequently arisen for bodies to be disinterred 
and the cemetery area used for other public purposes. 


New Zealand Controls Contraceptives 

Legislation has been introduced into the New Zealand parlia- 
ment to restrict the sale of contraceptives to registered chemists 
and only to persons over 18 years of age. The use of auto- 
matic vending machines is prohibited, as is also the offering for 
sale in a street or public place. Illuminated signs must not 
be used for the advertising of contraceptives, but displays can 
be made within the chemist’s shop provided such are not visible 
to passers-by. The act defines contraceptives as “any chemical 
or mechanical means for the deliberate restriction of conception.” 


Epidemic of Weil’s Disease in North Queensland 
Since October 1933 an epidemic of Weil's disease, or spiro- 
chetal jaundice, has been in existence in North Queensland 
among the sugar cane fields around Ingham. There have been 
134 cases and six deaths. The disease has run its usual course 
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of jaundice, gastric disturbance and multiple hemorrhages. 
Leptospira has been demonstrated, and cultures from the urine 
of the patients and the kidneys of rats caught in the epidemic 
area have been positive. Ingham has an average yearly rainfall 
of 78.56 inches, taken over forty-two years, and during the 
early months of the epidemic the rainfall was three times the 
monthly average. Rat infestation is a serious problem in this 
area. Pollution of the ground and other unhygienic practices 
of the cane cutters make difficult the epidemiologic control. 
This is the first time this disease has been recognized in 
Australia. It is expected that the epidemic will become wide- 
spread, as infected rats have been identified over a wide area. 


Anthrax from Shaving Brush 
A case of anthrax has occurred in Canterbury, New Zealand, 
as a result of using an imported shaving brush understood to 
be of Japanese origin. Several similar cases occurred in Mel- 
bourne ten years ago. 


Marriages 


Anprew B. Wuitaker, Camden, S. C., to Miss Alice Irving 
Ball of Pine Orchard, Conn., at New Haven, Conn., October 24. 

Ernest WiLLIAM BLANCHARD, Traverse City, Mich., to Miss 
Lillian Swingley of Cincinnati at Covington, Ky., November 12. 

MAXIMILIAN Goepp, Philadelphia, to Miss Eliza- 
beth Alma Louise Wenning of Nashville, Tenn., October 6. 

Sipney Watson, Alexis, Ill, to Miss Margaret 
Powers of St. Paul, at Bowlers, Minn., November 3 

AtFreD Parker Winchester, Tenn., to Miss Sara 
Knox McDowell in South Pittsburg, September 21. 

Vance, Pineola, N. C., to Miss Frances 
Elizabeth Hudson of Cartersville, Va., October 25. 

Watter Harris Ketcuum Jr., Jacksonville, Fla., to Miss 
Dorothy Alice Dodd in Atlanta, Ga., October 13 

A. Washington, D. C., to Miss Grace 
Tumulty in Spring Lake, N. J., September 22. 

CLARENCE OLSsoNn, Princeton, Ill, to Miss Ola Mae Dilts of 
Michigan City, Ind., in Chicago, November 1 

WiLt1AM Hutson Prioteau to Miss Sarah Whitehead Par- 
sons, both of Charleston, S. C., in November. 

James Kirsy How es, New Orleans, to Miss Mildred Ione 
Dunn of Baton Rouge, La., in November. 

Lewis Fox Frissert, New York, to Mrs. Ethel Hope 
Bennett in Newport, R. I., September 27. 

EstHer ExvizasetH Smvucker, Morton, Ill, to Mr. John 
Hodel at Tiskilwa, Ill., November 4 

Oscar J. Micwaet, Danville, ~ to Miss Pauline S. Smith 
of Brigden, Ont., Canada, October 2 

Howarp StepHens, Mentor, Ohio, to Miss Lenora R«mpes 
of Cleveland Heights, November 0) 

Cyrit J. Ravi, Pardeeville, Wis., to Miss Ruth Armstrong 
of Wauwatosa, November 1 

Jacop C. Leonarp Jr. to Miss Mary Louise Moffitt, both of 
Lexington, N. C., October 20. 

Epwarp J. CALLAHAN, ad York, to Miss Emma Jessup 
of Essex Fells, N. J., July 1 

Mapison H. Buck Ley, Martin, Tenn., to Miss Sue Margaret 
Moore of Dresden, recently. 

O.rn A. Extiotr to Miss Pauline Zaayer, both of Des 
Moines, Iowa; August 31. 

Greorce A. Duncan, New York, to Miss Kathryn E. Hewitt 
of Baltimore, recently. 

Sarkis H. Kasu, Cudahy, Wis., to Miss Dorothy Ammian of 
Racine, November 10. 

_ Harry Jacoss, Brooklyn, to Miss Celia Hornung of Corning, 

. Y., November 29 

_ James FE. Orr to Miss Margaret James, both of Seneca, 

. C., October 24. 

* ns L. Bunpy to Miss Laura Yorke, both of Rock Hill, 

. C., October 19. 


gid Bo Worr to Dr. ANNE Rosinson, both of New York, 
November 24. 


rm. A. M. A. 
WVeEc. 15, 1934 


Deaths 


Edward Dix Fisher, New York; University of the City 
of New York Medical Department, 1878 : in 1911 member of 
the House of Delegates of the American Medical Association 
and in 1911-1912 Chairman of the Section on Nervous and 
Mental Diseases; professor emeritus of neurology, University 
and Bellevue Hospital Medical College, assistant to the chair 
of materia medica, 1881-1884, instructor in diseases of the ner- 
vous system, 1884-1885, lecturer in the department of nervous 
diseases, 1885-1888; adjunct professor of medical jurisprudence 
and psychological medicine, 1888-1890, adjunct professor of 
nervous diseases, 1891-1892, adjunct professor of nervous dis- 
eases, medical jurisprudence and psychological medicine, 1892- 
1893, professor of mental and nervous diseases, 1893-1898; 
upon the consolidation of the medical department of New York 
University with the Bellevue Hospital Medical College in 1898, 
he became professor of diseases of the nervous system a 
served until 1906 was professor of nervous and mental diseases 
in 1906-1924 and professor of neurology in 1924-1928, when he 
became professor emeritus; member of the Medical Society 
of the State of New York and the Association for Research 
in Nervous and Mental Diseases; past president of the Ameri- 
can Neurological Association and the Medical Society of the 
County of New York; at various times on the staffs of the 
Bellevue, Willard Parker and St. Vincent hospitals; aged 78; 
died, November 23, of cerebral arteriosclerosis. 

Cornelius Godfrey Coakley ® New York; University of 
the City of New York Medical Department, 1887 ; professor 
of otolaryngology, Columbia University College of Physicians 
and Surgeons; lecturer in anatomy, 1889-1890, and instructor 
of histology, 1889-1896, at his alma mater; clinical professor 
of laryngology, 1898-1905, and professor, 1905-1914, Univer- 
sity and Bellevue Hospital Medical College; member of the 
American Laryngological Association and the American Oto- 
logical Society; fellow of the American College of Surgeons ; 
consultant in ‘otolaryngology, Babies, Bellevue, Sea View, 
Woman's, Sloane, Skin and Cancer and Southampton hospitals 
and the New York Infirmary for Women and Children; author 
of “Diseases of the Nose and Throat’; aged 72; director and 
attending otolaryngologist, ear, nose and throat service, Pres- 
byterian Hospital, where he died, November 22, of heart 
disease. 

John Walter Carmack ® Indianapolis; Indiana Medical 
College, School of Medicine of Purdue University, Indian- 
apolis, 1907; in 1934 elected Secretary of the Section on 
Laryngology, Otology and Rhinology of the American Medical 
Association; clinical professor of rhinology, otology and laryn- 
gology, Indiana University School of Medicine; member of 
the American Academy of Ophthalmology and Oto-Laryngol- 
ogy, American Laryngological Association, and the American 
Laryngological, Rhinological and Otological Society; fellow of 
the American College of Surgeons; surgeon to the Robert 
Long Hospital, James Whitcomb Riley Hospital for Children, 
Indianapolis City, Methodist Episcopal and St. Vincent’s hos- 
pitals; aged 49; was killed, December 5, in an airplane accident. 

Arthur Monroe Mendenhall ® Indianapolis; University 
of Pennsylvania School of Medicine, Philadelphia, 1909; pro- 
fessor of obstetrics, Indiana University School of Medicine ; 
member of the American Association of Obstetricians, Gyne- 
cologists and Abdominal Surgeons and the Central Association 
of Obstetricians and Gynecologists; fellow of the American 
College of Surgeons; member of the school board for seven 
years, school medical inspector for five years and health officer 
of Jamestown, R. I., in 1916; on the staffs of the Robert W 
Long, Indianapolis City and Florence Crittenden hospitals, 
William H. Coleman Hospital for Women, Methodist Epis- 
copal, St. Vincent’s and Christian hospitals; aged 50; was 
killed, December 5, in an airplane accident. 

Hampton Lansden Fancher ® Chattanooga, Tenn.; Uni- 
versity of the South Medical Department, Sewanee, 1899; in 
1926 member of the House of Delegates of the American 
Medical Association; at one time professor of gynecology at 
his alma mater; fellow of the American College of Surgeons ; 
past president of the Tennessee State Medical Association and 
the Chattanooga and Hamilton County Medical Society; medi- 
cal director of the Provident Life and Accident Insurance 
Company; for many years on the staffs of the Erlanger Hos- 
pital; aged 61; died, November 12, of pneumonia. 

Percy Todd Phillips, Santa Cruz, Calif.; Western Reserve 
University Medical Department, Cleveland, 1889; member and 
past president of the California Medical Association; past 
president of the Nevada State Medical Association and the 
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Santa Cruz County Medical Society; member and past presi- 
dent of the California State Board of Medical Examiners and 
past president of the Nevada State Board of Medical Exam- 
iners; fellow of the American College of Surgeons; on the 
staff of the Hanly Hospital; aged 66; died, October 28, of 
chronic myocarditis. 

Arnold Sturmdorf ® New York; College of Physicians 
and Surgeons in the City of New York, Medical Department 
of Columbia College, 1886; fellow of the American College of 
Surgeons; associate surgeon to the Woman's Hospital, con- 
sulting gynecologist to the Manhattan State Hospital and 
the Jewish Memorial Hospital, New York, and the Browns- 
ville Hospital, Brooklyn; consulting surgeon to the Community 
Hospital, New York, and the Williamsburg Maternity Hos- 
pital, Brooklyn; aged 72; died, November 13, of coronary 
occlusion, 

Philip Michael Grausman @ New York; Columbia Uni- 
versity College of Physicians and Surgeons, New York, 1900; 
served during the World War; fellow of the American College 
of Surgeons; director of surgery, Gouverneur Hospital, where 
he had served in various grades for nearly twenty-four years ; 
director and chief surgeon to the Hospital for Joint Diseases 
and attending surgeon to the Lebanon Hospital, New York; 
consulting surgeon to the Beth Israel Hospital, Newark, N. J.; 
aged 58; died, November 21, of acute coronary thrombosis. 

Leroy Thompson, Chicago; Hahnemann Medical College 
and Hospital, Chicago, 1908; fellow of the American College 
of Surgeons; consulting oculist and aurist of the Illinois Bell 
Telephone Company and chief consultant in ophthalmology and 
otology of the Illinois State Industrial Commission; on the 
staffs of St. Luke’s and the Illinois Masonic hospitals; for- 
merly chief of the staff of the Illinois Eye and Ear Infirmary ; 
aged 51; died, November 14, in Bath, N. Y., of carcinoma. 

Standish McCleary ® Baltimore; College of Physicians 
and Surgeons, Baltimore, 1890; professor of histology and 
special pathology at his alma mater, which later became the 
University of Maryland School of Medicine and College of 
Physicians and Surgeons, where he was professor of pathology 
and clinical medicine; on the staff and member of the board 
of the Mercy Hospital and on the staff of the University Hos- 
pital; aged 64; died, November 19, of coronary thrombosis. 

Victor Ray Sr. @ Cincinnati; Miami Medical College, Cin- 
cinnati, 1897; emeritus professor of ophthalmology, University 
of Cincinnati College of Medicine; member of the American 
Academy of Ophthalmology and Oto-Laryngology; past presi- 
dent of the Cincinnati Academy of Medicine; formerly director 
of the department of Ophthalmology, Cincinnati General Hos- 
pital, and on the consulting staff of the Good Samaritan Hos- 
pital; aged 68; died, October 25, of heart disease. 

David Charles Strong, Upper Lake, Calif.; College of 
Physicians and Surgeons of Chicago, School of Medicine of 
the University of Illinois, 1902; member of the California 
Medical Association; fellow of the American College of Sur- 
geons; at one time physician in charge of the San Bernardino 
(Calif.) County Hospital; on the staff of St. Francis Hospital, 
San Francisco; aged 55; died, September 8, of coronary occlu- 
sion and mitral insufficiency. 

Alvin Walter Baird @ Portland, Ore.; Cornell University 
Medical College, New York, 1905; past president of the Port- 
land City and County Medical Society; at one time assistant 
professor of surgery, University of Oregon Medical School; 
member of the North Pacific Surgical Association; fellow of 
the American College of Surgeons; on the staff of the Mult- 
nomah Hospital; aged 68; died, October 10. 

Thomas Francis Rockwell, Rockville, Conn.; University 
of the City of New York Medical Department, 1881; member 
of the Connecticut State Medical Society; past president of 
the Toland County Medical Society; veteran of the Spanish- 
American War; on the staff of the Rockville City Hospital ; 
aged 80; died, October 15, of carcinoma of the rectum. 

Samuel McCoy Sproat @ Chillicothe, Ohio; University 
of Michigan Medical School, Ann Arbor, 1913; fellow of the 
American College of Surgeons; served during the World War; 
on the staff of the Chillicothe Hospital; aged 45, was instantly 
killed, November 9, when the automobile in which he was 
driving collided with a wagon. 

Lloyd Melville Sackett, Oklahoma City, Okla.; College 
of Physicians and Surgeons of Chicago, School of Medicine of 
the University of Illinois, 1903; associate professor of gyne- 
cology, University of Oklahoma School of Medicine; on the 
staffs of the Wesley and University hospitals; aged 54; died, 
November 12, of pneumonia. 

Robert Barnard Slocum, Wilmington, N. C.; Johns Hop- 
kins University School of Medicine, Baltimore, 1905; fellow 
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of the American College of Surgeons; chief surgeon to the 
Atlantic Coast Line Railroad; aged 57; died, November 16, 
in the Johns Hopkins Hospital, Baltimore, following an opera- 
tion for gallstones. 


Clara E. Jones, Goldsboro, N. C.; Woman's Medical Col- 
lege of Pennsylvania, Philadelphia, 1894; member of the Medi- 
cal Society of the State of North Carolina; for twenty-six 
years on the staff of the State Hospital; aged 87; died, Novem- 
ber 19, of carcinoma of the liver and duodenum. 

John Luther Kelly, Oak Grove, La.; College of Physi- 
cians and Surgeons, Memphis, Tenn., 1907; member of the 
Louisiana State Medical Society; served during the World 
War; member of the state board of health; aged 52; was 
killed, November 7, in an automobile accident. 

John Haggart, Durango, Colo.; Western University Fac- 
ulty of Medicine, London, Ont., Canada, 1887; member of the 
Colorado State Medical Society; formerly mayor of Durango; 
on the staff of the Mercy Hospital; aged 69; died, November 
6, in Denver, of carcinoma of the stomach. 

William Ferris Curran ® Waco, Texas; University of 
Maryland School of Medicine, Baltimore, 1904; member of 
the Associated Anesthetists of the United States and Canada; 
county health officer; aged 61; died, October 15, of cirrhosis 
of the liver and esophageal hemorrhage. 

James Herman Poulton ®@ Springfield, Ohio; Starling- 
Ohio Medical College, Columbus, 1912; past president of the 
Clark County Medical Society; served during the World War; 
on the staff of the Springfield City Hospital; aged 47; died, 
October 16, of heart disease. 

Robert Wesley Randall, Royersford, Pa.; Medico- 

Chirurgical College of Philadelphia, 1912; member of the 
Medical Society of the State of Pennsylvania; on the staff of 
the Pottstown (Pa.) Hospital; aged 44; died suddenly, Octo- 
ber 20, of heart disease. 
_ Charles Greenberry Bryant, Jonesville, N. C. (licensed 
in North Carolina in 1902); veteran of the Spanish-American 
War; formerly member of the state legislature; aged 69; died, 
October 16, in the Hugh Chatham Memorial Hospital, Elkin, 
of cardiorenal disease. 

Park Mitchell Barrett ® Surg., Lieut. Commander, U. S. 
Navy; St. Clairsville, Ohio; Georgetown University School of 
Medicine, Washington, D. C., 1911; entered the navy in 1917; 
aged 47; was killed, October 8, at Napa, Calif., in an auto- 
mobile accident. 

Harry Woodruff Tittle, New Florence, Pa.; Western 
Pennsylvania Medical College, Pittsburgh, 1895; member of 
the Medical Society of the State of Pennsylvania; served during 
the World War; aged 61; died, November 13, of broncho- 
pneumonia. 

Clarence William Baldridge ® Iowa City, Iowa; State 
University of lowa College of Medicine, Iowa City, 1921; asso- 
ciate professor of theory and practice of medicine at his alma 
mater; aged 38; was killed, November 22, in an automobile 
accident. 

John Allen Morris, Knoxville, Iowa; Medical College of 
the State of South Carolina, Charleston, 1929; on the staff of 
the Veterans’ Administration Facility; aged 31; died, October 
28, in the Iowa Methodist Hospital, Des Moines, of Hodgkin's 
disease. 

John B. Derrickson ® Frederica, Del.; Medico-Chirurgical 
College of Philadelphia, 1899; past president of the Medical 
Society of Delaware; director of the Sussex County Health 
Unit; aged 59; died, October 3, in the Milford (Del.) Hospital. 

George Clyde Kneedler ® Pittsburgh; Western Pennsyl- 
vania Medical College, Pittsburgh, 1892; member of the Ameri- 
can Academy of Ophthalmology and Oto-Laryngology; aged 
66; died, October 12, of carcinoma of the ascending colon. 

Julius Lingenfelder, Hermann, Mo.; Universitat Miinchen 
Medizinische Fakultat, Germany, 1889; member of the Mis- 
souri State Medical Association; aged 70; died suddenly, 
November 4, of heart disease and arteriosclerosis. 

Albert Isaiah York, Wilton, Maine; Medical School of 
Maine, Portland, 1898; member of the Maine Medical Asso- 
ciation; past president of the Franklin County Medical Society ; 
aged 63; died, October 16, of coronary occlusion, 

William Harry Sutton, Midville, Ga.; University of 
Georgia Medical Department, Augusta, 1908; member of the 
Medical Association of Georgia; aged 51; was found dead, 
November 1, of acute dilatation of the heart. 

Osmon Cleander Baker Nason, Franklin, Mass.; Boston 
University School of Medicine, 1891; Harvard University 
Medical School, Boston, 1901; member of the Massachusetts 
Medical Society; aged 76; died, October 7 
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Walter Theodore Crosby, Manchester, N. H.; Harvard 
University Medical School, Boston, 1899; fellow of the Ameri- 
can College of Surgeons; on the staff of the Sacred Heart 
Hospital; aged 63; died, September 21. 

Elliott W. Kirk, Veedersburg, Ind.; Central College of 
Physicians and Surgeons, Indianapolis, 1905; member of the 
Indiana State Medical Association; aged 60; died suddenly, 
November 6, of cerebral hemorrhage. 


John Henry Collenburg, Baltimore; University of Mary- 
land School of Medicine, Baltimore, 1879; aged 82; died, 
November 13, in St. Agnes’ Hospital, of hypertension, arterio- 
sclerosis and cerebral hemorrhage. 


Herbert Keith Young, Timmonsville, S. C.; Jefferson 
Medical College of Philadelphia, 1932; intern at the Bryn 
Mawr (Pa.) Hospital; aged 26; died, September 28, in the 
Jefferson Hospital, Philadelphia. 

John Richard Parker, Gallatin, Tenn.; University of Louis- 
ville (Ky.) School of Medicine, 1893; member of the Ten- 
nessee State Medical Association; aged 62; was found dead, 
November 7, of heart disease. 


John Wilbur Chambers ® Rudolph, Ohio; Starling Medi- 
cal College, Columbus, 1894; aged 67; died, November 10, 
in the Rheinfrank Hospital, Perrysburg, following an opera- 
tion for appendicitis. 

Linus M. Ellis, Washington, Ga.; Atlanta College of 
Physicians and Surgeons, 1899; member of the Medical Asso- 
ciation of Georgia; aged 56; died suddenly, November 1, of 
cerebral hemorrhage. 

Reuben Wesley Mondhank @ Lancaster, Ohio; Ohio 
Medical University, Columbus, 1896; on the staff of the Lan- 
caster Municipal Hospital; aged 59; died, November 12, of 
Hodgkin's disease. 

Edmund Fremont Danford, Glouster, Ohio; Medical Col- 
lege of Ohio, Cincinnati, 1881; member of the Ohio State 
Medical Association; aged 78; was found dead, November 7, 
of heart disease. 

Peter Randall Powell ® Detroit; University of Arkansas 
School of Medicine, Little Rock, 1908; on the staff of the 
Grace Hospital; aged 51; died, November 8, of cerebral 
hemorrhage. 

Frederick Joseph Boody, Bishop, Calif.; College of Physi- 
cians and Surgeons, Los Angeles, 1913; aged 46; died, Sep- 
tember 8, of comminuted fracture of the pelvis and other injuries. 


Ephraim Melvin Folsom, Mount Vernon, Ill.; Barnes 
Medical College, St. Louis, 1896; served during the World 
War; aged 64; died suddenly, November 7, of heart disease. 


Oscar Frederick Collum, McRae, Ga.; Atlanta School 
of Medicine, 1907; member of the Medical Association of 
Georgia; aged 52; died, November 14, of heart disease. 


Maurice Edward Marlow ® New York; Syracuse Uni- 
versity College of Medicine, 1924; aged 33; died, November 
18, of an overdose of morphine, self administered. 


Arthur Henry Stafford, Orlando, Fla.; Detroit Homeo- 
pathic College, 1906; served during the World War; aged 
53: died, November 8, of cerebral hemorrhage. 

William Alexander Campbell, Ponoka, Alta., Canada; 
Trinity Medical College, Toronto, 1899; aged 61; died, Sep- 
tember 1, in Edmonton, of cerebral thrombosis. 

William Marcus Peters @ Northport, Ala.; Birmingham 
Medical College, 1906; served during the World War; aged 
52: died, October 19, of coronary occlusion. 

Henry Otho Lee, Ludlow, Miss.; Mississippi Medical Col- 
lege, Meridian, 1907; Memphis (Tenn.) Hospital Medical Col- 
lege, 1913; aged 55; died, October 15. 

Jonas A. Park, Caldwell, Ohio; Ohio Medical University, 
Columbus, 1895; served during the World War; aged 69; died, 
October 5, in Columbus, of septicemia. 


Louis Frederick Grebe, Reading, Pa.; University of Penn- 
sylvania School of Medicine, Philadelphia, 1920; aged 40; 
died, November 6, of heart disease. 

Walter Christian Hirzel, Hidalgo, Texas; Cleveland 
Homeopathic Medical College, 1902; served during the World 
War; aged 69; died, October 6 

Augustus E. Perlewitz, Chicago; Hering Medical Col- 
lege, Chicago, 1907; aged 77; died, October 22, of cerebral 
hemorrhage and arteriosclerosis. 


Cyrus Knecht, Matawan, N. J.; Jefferson Medical College 


of Philadelphia, 1880; aged 8&3; died suddenly, October 30, in 
Maplewood, oi heart disease. 


our. A. M. A. 
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Robert John Bickel, Fort Wayne, Ind.; Indiana Univer- 
sity School of Medicine, Indianapolis, 1931; aged 31; died, 
November 17, of carcinoma. 

John Ira Tucker ® St. Joseph, Mo.; Ensworth Medical 
College, St. Joseph, 1912; aged 54; died, October 7, of influ- 
enza and bronchopneumonia. 

Joseph Patrick Kelly, Kansas City, Mo.; University of 
Kansas School of Medicine, 1915; aged 51; died, October 21, 
of mitral regurgitation. 

Grant Porter ® Plainfield, Ill.; St. Louis College of Physi- 
cians and Surgeons, 1896; aged 62; died, October 20, of car- 
cinoma of the larynx. 

Alonzo K. Collins, Birmingham, Ala.; Louisville (Ky.) 
Medical College, 1890; aged 62; died suddenly, October 30, 
of heart disease. 

Leon Gabriel Sweeney, Scranton, Pa.; University of 
Pennsylvania School of Medicine, Philadelphia, 1911; aged 49; 
died in August. 

James C. Pennington, Andalusia, Ala.; University of Ten- 
nessee Medical Department, Nashville, 1894; aged 72; died, 
September 25. 

Oliver Paul Mercer, Indianapolis; Medical College of 
Indiana, Indianapolis, 1904; aged 58; died, November 11, of 
heart disease. 

John McDermott, Lockwood, Mo.; Barnes Medical Col- 
lege, St. Louis, 1895; aged 69; died, October 23, of nephritis 
and uremia, 

James A. Howard, McConnell, Tenn.; University of Ten- 
nessee Medical Department, Nashville, 1901; aged 72; died, 
October 12. 

Stephen Herbert Cornell, Blockville, N. Y.; Detroit Col- 
lege of Medicine, 1890; aged 65; died, November 11, of 
pneumonia. 

Jean Paul Grenier, Quebec, Que., Canada; Laval Univer- 
sity Faculty of Medicine, Quebec, 1919; aged 39; died, Sep- 
tember 24. 

William J. Neely, Nampa, Idaho; American Medical Col- 
lege, St. Louis, 1876; Civil War veteran; aged 93; died, Sep- 
tember 2. 

Thomas Lovett, Montreal, Que., Canada (licensed in 
Quebec in 1901); aged 66; died, August 17, in St. Mary’s 
Hospital. 

Daniel Grady Arnold @ Tyler, Texas; University of 
Texas School of Medicine, Galveston, 1917; aged 42; died, in 
October. 

Asa Byron Leinbaugh, Akron, Ohio; Ohio Medical Uni- 
versity, Columbus, 1897; aged 70; died, October 27, of heart 
disease. 

Susan Isabel Moody, Teheran, Persia; Harvey Medical 
College, Chicago, 1904; aged 83; died, October 23, of heart 
disease. 

William Nellis Kennedy, Fair Oaks, Calif.; California 
oe College, San Francisco, 1898; aged 76; died, Septem- 

r 20. 


David J. Johnston, Iroquois, Ont., Canada; University of 
sone Faculty of Medicine, 1887; aged 73; died, Septem- 

r 10. 

James T. Keator, Bermuda, La.; Georgia College of Eclec- 
e —_— and Surgery, Atlanta, 1887; aged 68; died, Octo- 

r 12. 

Oral I. Daley, Porterville, Calif.; College of Physicians 
og zrerone of San Francisco, 1901; aged 55; died, Septem- 

r 24, 


William C. Lamb, Montrose, Miss.; Memphis (Tenn.) 
Hospital Medical College, 1896; aged 70; died, September 12. 
Samuel S. Jones, Minneapolis; Rush Medical College, Chi- 
cago, 1881; aged 85; died, November 12, of angina pectoris. 
Emma Frances Angell Drake, Inglewood, Calif.; Boston 
University School of Medicine, 1882; aged 85; died, October 4. 
David Erastus Lyons, Lake Charles, La.; Kentucky School 
of Medicine, Louisville, 1890; aged 68; died, September 17. 
Francis E. Cozad, Powersville, Mo. (licensed in Missouri 
in 1888); aged 88; died, October 30, of arteriosclerosis. 
Charles Clifford Kieffer, Carlisle, Pa.; Jefferson Medical 
College of Philadelphia, 1888; aged 66; died, October 3. 
Wilson A. Koontz, Grove Hill, Va. (licensed in Virginia 
by exemption); aged 83; died, October 13, of senility. 
Frank Porter, Waubaushene, Cnt., Canada; Trinity Medical 
College, Toronto, 1898; aged 75; died, September 4. 
John Caithness Innes, Port Credit, Ont., Canada; M.R. 
C.S., England, 1877; died, September 28. 
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CLARA ROSS, INC. 


Another Medical Mail-Order Fraud Debarred 
from the Mails 


Clara Ross, Inc., was a Missouri corporation organized in 
1932 that sold through the mails alleged treatments for “sinus 
trouble,” hay fever and stomach disorders. On Oct. 22, 1934, 
Judge Karl A. Crowley, Solicitor for the Post Office Depart- 
ment, in a memorandum for the Postmaster General, recom- 
mended the issuance of a fraud order against Clara Ross, Inc., 
because the concern was “engaged in conducting a scheme for 
obtaining money through the mails by means of false and 
fraudulent pretenses, representations and promises.” On Oct. 
30, 1934, the Postmaster General issued such an order. 

Clara Ross, Inc., was operated by one Clark F. Ross, presi- 
dent and secretary of the corporation, who did business from 
a third-floor flat in St. Louis, Mo. Although Clark F. Ross 
was purporting to treat human ailments, he had no medical 
or pharmaceutical qualifications; he was essentially a mail- 
order advertising man. “Clara Ross,” whose name was given 
to the enterprise, was the divorced wife of Clark F. Ross. 

In the advertising it was held out that Clara Ross had “suf- 
fered untold misery from sinus trouble for seven years” and 
that she had tried every known method of treatment, but all 
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Typical Ross Advertisement (1933) 


failed. Then, according to the advertising, she located a won- 
derful treatment, and “now my head is clear as a bell.” As 
a matter of fact, Mrs. Ross admitted to the Post Office 
Inspector who investigated the case that she was not free of 
sinus trouble, but still suffered from it and expected to con- 
tinue to suffer from it indefinitely ! 

The alleged treatment sent out by Clark F. Ross to those 
who wrote for the sinus-trouble cure consisted of a white 
powder called “Toxic Poison Eliminator,’ an olive-colored 
‘ liquid called “Nostril Cleanser” and an atomizer. The Toxic 
Poison Eliminator, which was to be taken internally, was 
found to consist principally of Rochelle salts with a small 
quantity of phenolphthalein and flavored with oil of cinnamon. 
The liquid to be used in the atomizer was found by the gov- 
ernment chemists to be composed essentially of alcohol and 
boric acid, with small quantities of sodium benzoate, eucalyptol, 
methyl salicylate, menthol, sodium salicylate and oil of thyme. 
Expert medical evidence submitted in the case disclosed, of 
course, that this combination was not a “wonderful discovery,” 
that it would not and could not bring about complete freedom 
from sinus trouble, and further, that in certain instances it 
might prove harmful. 

Ross’ hay fever treatment was the same as his “sinus trouble” 
treatment and in addition, a bottle of liquid called “Eye Lotion,” 
a tube of menthol salve referred to as “Nasal Balm,” together 
with a metallic cup for the administration of the Eye Lotion. 
The federal chemists reported that the Eye Lotion was simply 
a solution of boric acid and the Nasal Balm was essentially 
a salve containing menthol. Expert testimony for the govern- 
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ment brought out the fact, obvious enough to physicians, that 
the Ross treatment for hay fever consisted of ingredients well 
known to the medical profession, and Ross’ representation that 
“nothing like” that treatment had ever been offered before 
was false and fraudulent. 

The cure for “stomach trouble” that Ross had for sale con- 
sisted of his Toxic Poison Eliminator that formed part of the 
treatments for hay fever and sinusitis, plus a number of white 
capsules designated “Stomach Conditioner.” The latter nos- 
trum was found by the federal chemists to consist of a combi- 
nation of bismuth subcarbonate, magnesium carbonate, baking 
soda, chalk, powdered rhubarb, papaya and oil of peppermint. 
Here again the government’s medical experts pointed out that 
the so-called Ross treatment for stomach trouble was essen- 
tially laxative and antacid; that it was not “entirely different” 
but, as in the case of all the other so-called remedies sold by 
Ross, the ingredients were well known to the medical profes- 
sion. -The medical men pointed out, further, that what is 
loosely called “stomach trouble’ may be due to a number of 
causes, including ulcers, cancer, cirrhosis of the liver, gall- 
stones, etc., and that obviously the treatment might vary 
radically, according to the cause. 

Judge Crowley’s memorandum also points out that while 
Ross in his advertising matter laid considerable emphasis on 
a so-called “Positive No Risk” refund “Guarantee,” the gov- 
ernment produced evidence to show that in the actual operation 
of the business the guarantee was uniformly construed in a 
manner detrimental to the interest of purchasers. 

As already stated, the mails were closed to this swindle 
October 30, this year. 


SOME MISCELLANEOUS NOSTRUMS 


Elsaco (Electrovita).—‘Elsaco” seems to be a later name 
for what used to be called “Electrovita.” Under the old name 
this nostrum was the subject of an article in this department 
of THe Journat, Jan. 23, 1932. In August, 1934, Electrovita 
was declared misbranded under the National Food and Drugs 
Act because the claims made for it were false and fraudulent. 
The government chemists reported, as the A. M. A. Chemical 
lLaboratory had previously shown, that the stuff “consisted 
essentially of diluted lime water.” 


Indo-Vin.—This nostrum appears to be another “patent 
medicine” put out by G. H. Mosby, who presumably is the 
same Mosby who originated “Konjola,” from which he was 
alleged to have made a huge fortune. The Federal Trade 
Commission issued a complaint against the Mosby Company, 
but in November, 1933, dismissed the complaint because the 
company went out of business. Konjola was said to contain 
“32 different ingredients, 22 of which are Nature’s own roots 
and herbs.” Indo-Vin, according to the advertising, “contains 
32 ingredients, 22 of which are extracts from the finest medici- 
nal plants.” Is Indo-Vin a new name for Konjola? 


Catalyn.—Catalyn is a “patent medicine” exploited by the 
Vitamin Products Company of Milwaukee. It has been adver- 
tised under the claim that it would “most effectively restore 
normal metabolism where abnormality is present,” that it 
“supplies the vital elements necessary for normal functioning 
of the human system,” and that it was to be recommended in 
cases of goiter, hardening of the arteries, heart trouble, high 
blood pressure, insomnia and prostate trouble. It was also 
claimed that acidosis, anemia, Bright’s disease, dropsy, enlarged 
tonsils, menstrual disorders, nervousness, and the “ills of preg- 
nancy” were all particularly responsive to “Catalyn treatment.” 
Other equally preposterous claims have been made for it. Such 
claims were declared false and fraudulent by the Food and Drug 
Administration, which seized a quantity of Catalyn in May, 
1933. In July, 1933, no claimant having appeared for the 
Catalyn that had been seized by the government, judgment of 
condemnation and forfeiture was entered and the court ordered 
that the product be destroyed (Notice of Judgment 21213, issued 
August, 1934). According to the government chemists, Catalyn 
consisted essentially of plant material, including wheat bran, 
wheat starch, glandular material, including epinephrine, and 
milk sugar. 
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ANONYMOUS COMMUNICATIONS and queries on postal cards will not 
he noticed. Every letter must contain the writer’s name and address, 
but these will be omitted, on request. 


SUBLUXATION OF SACRO-ILIAC SYNCHONDROSIS 
To the Editor:—Please give briefly the manipulations necessary to 
replace a subluxation of the sacro-iliac synchondrosis. Kindly omit name. 
M.D., Utah. 


ANSWER.—Manipulation of the pelvis is analogous to per- 
forming the routine examination of these parts more thoroughly 
than is done for diagnostic purposes. Before this manipulation 
is carried out, one must rule out tuberculosis, osteomyelitis, 
acute infectious arthritis, neoplasms, fracture, dislocation and 
spinal cord tumor. The benefit that follows manipulation is 
due, in part, to readjustment of the pelvic joints but chiefly 
to the stretching of the shortened hamstring muscles and 
tendons. 

The chief methods of manipulation are known by the names 
of Baer, Magnuson, Cox, Nutter and Fisher. 

The anesthetic should include (1) hypodermic injection of 
morphine and atropine one hour before manipulation, (2) induc- 
tion with nitrous oxide or ethylene, and (3) complete anesthesia 
under ether. This manipulation can be done under spinal 
anesthesia. 

A most important point in manipulation of the back is protec- 
tion of the patient’ s head and neck against any sudden movement. 

The patient is placed supine on a low table or preferably on 
a mat on the floor. On the stretcher are eight hand straps : 
three on each side and one at each end. As soon as the patient 
is completely anesthetized, he is lifted by four persons and 
carefully placed on the floor. 

In his first series Baer manipulated 100 patients, with imme- 
diate relief in almost every case and with relapse in only three. 
According to his technic the patient is placed on a low, non- 
movable table, flat on his back, and then anesthetized. The 
anesthetization should be carried to the point of complete 
relaxation of all muscular tissue, for the force to be exerted 
at times is great and muscular rigidity carries with it some 
danger to the patient. 

While an assistant holds the pelvis firmly, the operator grasps 
the calf of the leg and flexes the fully extended limb. The 
hamstring muscles are found to be in a state of spasm. They 
are attached to the tuberosity of the ischium at their proximal 
end and to the head of the tibia and fibula at their distal 
extremity. As the fully extended leg is flexed on the thigh, 
the hamstring muscles pull on the tuberosity of the ischium and 
the top of the ilium is pulled backward to meet the sacral 
junction. This procedure of stretching is carried on until the 

amstring muscles are thoroughly relaxed, a condition indicated 
by the fact that the fully extended leg can be flexed to a posi- 
tion far beyond a right angle; indeed, the dorsum of the foot 
almost touches the shoulder. A definite click is often heard 
during the manipulation, which some have thought to be due to 
a replacement of the misplaced sacro-iliac articulation. Of this, 
however, Baer was not convinced, for it has seemed that the 
click is to be heard and felt by a slight subluxation of the head 
of the femur as it pushes against the hamstring while the leg 
is in extreme flexion. The presence of the click i¢ always 
synchronous with the release of the hamstring muscles and 
indicates that the work has been accomplished. If one now 
looks at the back, one will find that the flat back has been 
replaced by a back with a normal lumbar lordosis. Care should 
be taken in the manipulation, for it is quite conceivable that 
with careless handling one may obtain a subluxation of the 
knee joint backward causing a paralysis, or that one may cause 
a fracture of the head of the femur. 

The only two complications that occurred in Baer’s series 
of 100 cases were in one case the setting up of a femoral 
phlebitis, and in the other, owing to his inability to make a 
proper diagnosis, the production (some weeks later) of a tuber- 
culous abscess springing from the sacro-iliac joint. After the 
manipulation has been completed, the patient should be placed 
on a Goldthwait frame and put up in a plaster dressing extend- 
ing from the nipple line down to the knee on the affected side. 
This is done to preserve the lumbar lordosis that has been 
obtained by the procedure. 

The patient is allowed to remain in this cast in bed for a 
period of ten days, when a small pelvic strap, as indicated for 
the mild forms, is worn as a preventive measure for the next 
two months. 
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Fisher’s manipulation is similar to the one of Baer. 

In the Magnuson manipulation the patient is placed on his 
back with the affected half of his body projecting from the 
side of the table several inches. The affected limb is manipu- 
lated as in the Baer manipulation and from this position of 
hyperflexion is suddenly thrust into the position of hyperexten- 
sion. The second part of the manipulation consists in locking 
the hands under the patient’s lumbar spine and giving the patient 

a sudden pull upward in order to increase the lumbar lordosis. 

For Cox’s manipulation, which is similar to Nutter’s, the 
patient is placed on a table face downward, his weight being 
supported on the elbows and abdomen and his hands grasping 
the edge of the table securely. The surgeon, while standing on 
a box near the feet of the patient, firmly grasps his ankles and 
lifts his body clear of the table, the body being supported above 
by the elbows alone. It is held in this manner for several 
minutes, with the legs in abduction, strong steady traction 
being made on the affected leg, while an assistant makes firm 
pressure over the sacrum. The body should be lifted up and 
down while the traction is being made. There is usually sudden 
marked relief as the bones slip into place, and the lumbar 
curvature is in most instances restored at once. The mechanism 
is as follows: 

In lifting the patient's body by the ankles, one hyperextends 
the spine and thus relaxes the strong posterior sacro-iliac liga- 
ments and also relieves the joint from the pull of the ham- 
strings. The abduction relieves the supporting action of the 
psoas muscles. In other words, one places the joint in the 
position it occupies at the time of displacement, which is hyper- 
extension. The strong pull on the leg of the affected side 
unlocks the joint by increasing the deformity due to the action 
of the extensor quadriceps muscles, especially the rectus femoris. 
sartorius and iliacus, which exert a downward and outward 
pull on the upper anterior part of the ilium, thus increasing the 
separation from the sacrum and at the same time relaxing the 
pull from the hamstrings. Reversing the force occurs when 
the weight of the body drags the spine forward and favors 
replacement of the ilium by forcing the sacrum forward. This 
progress is aided by pressure being made over the sacrum by 
an assistant and by the steady traction on the affected limb, 
which, as was noted, also tends to unlock or separate the joint. 
It can be readily seen that the dragging position of the sus- 
pended body, together with traction on the affected side, which 
relaxes the joint, and firm pressure over the sacrum will tend 
to replace the bones, thus fulfilling Gunn's rule. After replace- 
ment, a firm support of adhesive tape is passed behind from in 
front of one great trochanter to the other. It must be remem- 
bered that it is essential to place the support low, well down 
on the buttocks, below the level of the trochanter, as any lateral 
pressure above this point tends to separate the joint and produce 
great pain. The straps should extend from the anterior part 
of the ilium on one side to a similar point on the other side 
and should cover the buttock and lower lumbar spine, below 
the trochanter. A firm pad of cotton or felt over the sacrum 
will maintain pressure on it at all times. This dressing should 
be reapplied in about six days. The patient should be put to 
bed for one week if the displacement is acute, and a small firm 
pillow so placed as to maintain the lumbar curvature and keep 
any strain off the injured ligaments. 

The following manipulation is recommended by Lewin: 

1. Flex the thigh of the unaffected side on the abdomen (knee 
flexed). 

2. Flex the thigh of the affected side. 

3. Flex the thigh of the unaffected side (knee extended) ; do 
the Laségue test. 

4. Flex the thigh of the affected side till the toes approach 
the anesthetist’s cap. 

5. Do the fabere test of the unaffected side. 

6. Do the fabere test of the affected side. 

7. Stretch the achilles tendon of the unaffected side (if uni- 
lateral sciatic pain). 

8. Stretch the achilles tendon of the affected side. 

9. Stand over the patient, straddling his body, lock both 
oo under his lumbar spine, and hyperextend the lumbar 

egion. 

“iO. Do the Gaenslen test: unaffected sacro-iliac; affected 
sacro-iliac. 

11. Do the Magnuson manipulation : unaffected side; affected 


ide. 

12. Do the Cox manipulation. 

13. Then remove the ether mask. Have the patient sit up. 
Hold his head firmly. Hyperflex the back until his head can 
be placed between his knees. Bend the back toward the affected 
- Bend the back away from the affected side. Repeat 3 
and 4, 
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14. Do straight leg raising: unaffected side; affected side. 
15. Strap the entire pelvis. If a good sacro-iliac belt is not 

at hand, one should strap the entire pelvis with adhesive tape. 

16. If it is a unilateral case, leg traction should be applied 
to the affected side and the foot of the bed elevated. 

Some authors do not advise a plaster-of-paris cast but raise 
the legs or suspend them. Boards should be placed under the 
mattress. Physical therapy, including radiant heat, massage, 
diathermy and manipulations, should be started. A pelvic belt 
can be applied and pelvic traction used. Some patients do well 
on a curved Bradford frame without traction. 

If the displacement of the sacrum appears to be backward, 
the thigh is flexed as fully as possible with the knee fully 
extended. This has the effect of rendering the hamstrings tight 
and, owing to the attachment to the ischium, this portion of the 
innominate bone is pulled forward, resulting in the iliac bone 
slipping backward into position on the sacrum. 

the displacement of the sacrum appears to be forward, the 
patient is placed in the prone position or lying on the side, and 
the thigh is hyperextended. During this movement the innomi- 
nate bone moves with the femur owing to the attachment of 
the Y-shaped ligament of Bigelow, and the ilium slips forward 
into place. The inquirer should consult: 


Sacro-Iliac Strain, Bull. Johns Hopkins Hosp. 28: 159 

ay 

Jackson, R. H.: Chronic Sacro-Iliac Strain with Attendant Sciatica, 
Am. J. Surg. 24:456 (May) 1934. 


TREATMENT OF SYPHILIS 

To the Editor:—A man, aged 21, weighing 185 pounds (84 Kg.) 
presented himself with a lesion on the preputial fold, which was eroded, 
round, indurated and relatively painless. There was a bilateral inguinal 
adenopathy, more marked on the left. The personal history was 
unreliable. A dark field examination revealed no spirochetes, and a 
Meinicke test was reported negative. It was nevertheless thought 
advisable to begin treatment, and eight doses of neoarsphenamine were 
given five days apart in the following doses: 0.45, 0.6, 0.6, 0.75, 0.75, 
0.75, 0.75, and 0.75 Gm. After ten days’ rest he was started on mercury 
inunctions and two weeks later developed a maculopapular eruption on 
the palms and soles. This was followed soon after by a generalized 
macular, nonpruritic rash. At the same time he had a sore throat and 
erosive patches in the mouth, headache, bone pains in the legs and general 
malaise. The picture was clinically that of secondary syphilis and there 
was prompt disappearance of all symptoms after two more doses of neo- 
arsphenamine of 0.9 Gm. Was this secondary syphilis? If not, what 
might it have been? Granted that the patient had syphilis, was the 
treatment adequate? Is there anything in the literature that describes 
such an occurrence? In about half of the treatments described a solvent 
containing sodium thiosulphate was used. Is it possible that this 
neutralizes the arsenical for the parasite as well as for the host? 


M.D., Alaska. 


Answer.—It would be difficult to describe a case that has 
been more grievously mismanaged than this; at least six major 
errors have been committed. Penile lesions should never be 
treated as primary syphilis on suspicion. The diagnosis must 
be made by a demonstration of Spirochaeta pallida by dark 
field, the presence of a positive blood Wassermann reaction, or 
both. Assuming, however, that the clinical diagnosis of primary 
syphilis was correct, the first course of neoarsphenamine should 
not have been followed by any rest period, and an insoluble salt 
of bismuth, given intramuscularly, should have been used in 
place of mercury by inunction. When the skin eruption and 
mucous lesions appeared, the diagnosis of delayed secondary 
syphilis should have been verified either by a Wassermann test 
of the blood or by the dark field demonstration of the organisms 
in one of the open lesions. : 

The clinical description is compatible with the diagnosis of 
delayed secondary syphilis, but a similar picture might also be 
caused by erythema multiforme. 

Granting that this does represent a relapse with delayed 
secondary lesions, two further doses of neoarsphenamine are 
utterly inadequate treatment. 

The literature is filled with similar occurrences. A descrip- 
tion of this and analogous situations may be found in chapter 
XXVIII (The Arsphenamine Resistant and Wassermann Fast 
Patient) in the recent monograph by Moore, “The Modern 
Treatment of Syphilis.” 

The use of a solvent for neoarsphenamine containing sodium 
thiosulphate is irrational and unnecessary. he therapeutic 
efficiency of the drug is slightly decreased by this procedure, 
as is also its toxicity. 

It is suggested that from this point on the patient be managed 
in accordance with the principles set forth in the article by the 
Cooperative Clinical Group Tiga J. H.; Cole, 


Leary, P. A.; Wile, J.; Parran, Thomas Jr.; 

onderlehr, R. A., Usilton, Lida J.: Standard Treatment Pro- 
cedure in. Early Syphilis, Tue Journat, April 21, 1934. 
p. 1267). 


H. N.:; Moore, . 
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DIAGNOSTIC SIGNS IN LOW BACK CONDITIONS 
To the Editor:—Will you kindly explain Laségue’s, Neri’s, Mennell’s, 
Demianoft’s and Patrick’s signs, in reference to differential diagnosis 
of low back and hip conditions. M.D., Indiana. 


ANSWER.—Laségue’s sign in sciatica is positive when flexion 
of the thigh on the hip is painless and when the knee is bent 
such flexion is easily made; this distinguishes the case from 
hip joint disease. 

Neri’s sign is a sign of organic hemiplegia, consisting in the 
spontaneous bending of the knee of the affected side as the 
leg is passively lifted, the patient being in the dorsal position. 
The patient being recumbent, his upper extremities are extended 
and pronated on the examining table: when the forearm is 
flexed by the hand of the examiner passed under it, the sound 
forearm remains pronated but the paretic forearm goes into 
supination. 

In eliciting Mennell’s sign an examining thumb is placed over 
the posterosuperior spine of the sacrum and then made to slide, 
first outward and then inward. If on pressure over the former 
point tenderness is detected, it is due to a sensitive deposit in 
the structures of the gluteal aspect of the posterosuperior spine. 
If the tenderness is over the inner point, it is probable that the 
superior ligaments of the sacral iliac joint are strained and 
sensitive. If the tenderness is increased by pressure backward 
on the anterosuperior aspect of the ilium and decreased by pull- 
ing forward the crest from behind, this is positive proof that it 
is caused by the sensitive ligaments. 

Demianoff discusses a sign that permits the differentiation of 
pain originating in the lumbosacral muscles from lumbar pain 
of any other origin. The sign is obtained by placing the patient 
on his back and lifting his extended leg. In the presence of 
lumbago, this produces pain in the lumbar region, which pre- 
vents raising the leg high enough to form an angle of 10 degrees 
or less with the table or bed on which the patient rests. 

In Patrick’s test, with the patient supine, the thigh and knee 
are flexed and the external malleolus is placed over the patella 
of the opposite leg; the knee is depressed, and if pain is pro- 
duced thereby arthritis of the hip is indicated. Patrick calls 
this test fabere sign, from the initial letters of the movements 
necessary to elicit it: flexion, abduction, external rotation, 
extension, 


WHOOPING COUGH 


To the Editor:—I was called to see a girl, aged 3 years, Sept. 3, 1933, 
when I obtained a history of a nonproductive cough of two days’ duration, 
which was worse at night. When the patient was seen, the cough was 
already coming in paroxysms followed by the crowing sound characteristic 
of pertussis. In addition, the patient vomited all food ingested. There 
had been two cases of pertussis in the family during the previous month, 
which I had treated, to one of which the patient had been exposed two 
weeks previously. Despite the brevity of the prodromal stage, according 
to the history, therefore, a diagnosis of pertussis was made. This impres- 
sion was supported by a blood study made the following day, in which the 
following was found: 12,000 white blood cells, 15 per cent neutrophilic 
polymorphonuclears, 82 per cent lymphocytes, and 3 per cent eosinophils. 
A cough plate was not taken, The patient’s cough gradually subsided, 
and when she was seen, Sept. 20, 1934, the cough had almost completely 
disappeared. September 30 the patient had a slight chill, following which 
her temperature rose to 102 F. She also began to cough, but when she 
was examined on the following day the only positive finding was 
moderately enlarged and congested tonsils. The temperature persisted 
at about 100 to 101 for a few days and then returned to normal. The 
cough became steadily worse, however, and on October 7 the cough was 
coming in paroxysms, at the end of which the patient expectorated thick 
mucus. The mother told me at this time that the patient had been play- 
ing with a boy who had recently developed whooping cough, and she asked 
me if it was possible that her child had contracted the disease again. <A 
blood count was therefore taken with the following result: white blood 
cells, 15,000; neutrophils, 16; small lymphocytes, 69; large lymphocytes, 
10; large mononuclears, 4; basophils, 1. At present the cough is very 
severe and of the typical pertussis variety, and the patient vomits all 
food ingested. Do you believe as I do that this is a case of recurrence 
of pertussis? If so, how would you account for the fact that the second 
attack is worse than the first? Have there been other reports of pertussis 
recurring in the same individual within a short space of time? 


ALEXANDER S. WiENER, M.D., Brooklyn. 


Answer.—It is unfortunate that diagnostic cough plates 
were not exposed both last year and this year. In a child so 
young the differential count is not infrequently misleading 
(the percentage of lymphocytes is naturally high). The clini- 
cal evidence of pertussis is more convincing this year than it 
was last. It is not at all unlikely, however, that the child 
had pertussis last year and that this year’s cough is not due 
to Bacillus pertussis at all but to pathogens that have invaded 
the same bronchial lining where the pertussis infection was 
last year. Possibly next year the child might again develop 


quite a misleading cough. The chill and temperature of 102 
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at the onset this year are not part of the pertussis. It is not 
unusual for grandmothers or mothers to contract pertussis a 
second time (from pertussis children in the household), but it 
would be extremely rare indeed for a child of 3 to contract 
pertussis twice. 


TREATMENT OF CONGENITAL SYPHILIS 

To the Editor:—A baby, aged 5 weeks and weighing approximately 
6 pounds, with congenital syphilis, has just come under my care. I am 
informed that the blood from the cord was Kahn positive. The child has 
snuffles and a vesicular eruption of the scalp and macular eruption of 
the buttocks and thighs; also a thin purulent discharge from one eye. 
There is no enlargement of liver or spleen or other evidence of heredo- 
syphilis, but both parents are Kahn positive and the mother received 
only four injections of neoarsphenamine during the last trimester of 
pregnancy. Granting that the diagnosis is correct, what would be the 
proper course of treatment? Kindly omit name. M.D., Michigan. 


ANSWER.—The generally accepted management of the syphi- 
litic infant is as follows: 


To begin with, intramuscular injections of 0.025 Gm. of 
sulpharsphenamine should be given every third or fourth day, 
for four injections. The dose may then be cautiously increased 
to 0.050 Gm. every fifth day and after the eighth injection to 
0.075 Gm. and following this general rule of increases reach 
an optimal dose of 20 mg. per kilogram. As soon as the 
interval between injections reaches seven days, a bismuth com- 
pound should be given intramuscularly, particularly bismuth 
salicylate. The bismuth compound should be given once a week 
between the sulpharsphenamine injections but never substituted 
for the sulpharsphenamine itself. The dose should not exceed 
25 mg. of bismuth metal per week. The length of the sulphars- 
phenamine and bismuth course should be fifteen injections of 
each. The interval between sulpharsphenamine courses should 
be from four to six weeks, this period being covered by the 
administration of bismuth. A total of from thirty to thirty-five 
injections of each drug should be considered a minimum if the 
tolerance permits. Mercury inunctions may be used after the 
completion of the sulpharsphenamine and bismuth courses but 
should not be used during the sulpharsphenamine treatment. 
Mercury by mouth should be discarded. 

Rest intervals not properly covered by bismuth treatment 
will result in relapses in the congenital syphilis of infants as 
in the acquired syphilis of adults. Such a child must be kept 
under observation throughout life and the treatment renewed if 
necessary. Treatment should be continued for at least a year 
after the total disappearance of every sign of the disease, both 
clinical and serologic. Spinal fluid examination should be made 
at the end of the second and third years. 

The syphilitic infant, usually cachetic, presents difficult nutri- 
tional problems. Breast milk should be given if possible. The 
proper vitamins should be added to the diet. Anemia if present 
should be combated by iron. 


BLOOD FLOW THROUGH KIDNEY 

To the Editor:—After reading your answer to the question by an 
Alabama M.D. in regard to volume of blood flow through the kidney 
per minute (THe Journat, July 14, p. 129) I see no reason why this 
cannot be done, because it has been done by experimental physiologists 
and, with certain modifications, could be applied to determining the 
blood flow per minute through the kidney of man. The method is to 
catheterize each kidney individually, i.e., each ureter, and then do a 

ood urea or sulphate determination on the catheterized urine specimen 
on a measured volume collected over a measured length of time and 
from this calculate the flow of blood through the kidney per unit time. 
In doing this test other nonthreshold substances could be chosen, but 
sometimes others which are ordinarily nonthreshold substances will 
exceed the threshold and no longer be nonthreshold substances; but if 
urea or inorganic sulphate is used as the nonthreshold substance, this 
difficulty will be overcome. 


Oviver V. Renaup, Medical Student, Chicago. 


ANSWER.—The most serious objection to the method sug- 
gested for determining blood flow through the kidney, and one 
which entirely invalidates it, is the fact that excretion of urine 
is not necessarily proportional to blood flow. This fact has 
been demonstrated repeatedly. Recent studies on the experi- 
mental animal, in which the flow of blood through the kidney 
was measured accurately by the thermo-stromuhr method of 
Rein, revealed a general parallelism, although not a direct 
proportionality, between blood flow to the kidney and creatinine 
clearance. Medes and Herrick (Proc. Soc. Exper. Biol. 
Med. 31:116 [Oct.] 1933) observed that in the cases in which 
fluctuations in blood flow were large, and in which creatinine 
clearance levels failed to return to their preoperative level (with 
application of the unit to the renal artery), there was no direct 
proportionality between the blood flow and creatinine clearance. 
Similarly, it has been noted by Herrick, Essex and Baldes 


? our. A. M. A. 
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(Am. J. Physiol. 99:696 [Feb.] 1932) that, in some cases of 
diuresis in the experimental animal, the flow of blood through 
the kidney did not increase. 

In addition, it should be recalled that the kidney is an organ 
in which there is often great variation in blood flow, in arterial, 
glomerular and venous pressure and in secretory activity, and 
under the circumstances of many variable factors it is necessary 
that all other factors be constant or known in order to conclude 
that variability in one factor, for example in excretion of a 
substance, is directly proportional to any other single factor, 
such as, for example, blood flow. Similarly, there is no proof 
that blood flowing through the kidney is always cleared of a 
nonthreshold substance in the same proportion and to the same 
extent. 

From the practical standpoint, bilateral simultaneous catheter- 


ization might reflexly interfere with excretion of urine by one 
of the kidneys. 


CORONARY THROMBOSIS AFTER SUDDEN* EXERTION 


To the Editor:—A white man, aged 47, married, father of several chil- 
dren, who has enjoyed good health all his life, having worked at hard 
farm labor for the past eight years, never missing a day, was suddenly 
taken ill in the following manner: While about his usual work loading 
baskets of potatoes on a truck, he slipped on a potato while in the act 
of raising a basketful above his head. He was suddenly seized with 
a severe pain in the chest, associated with nausea and vomiting. He 
was taken to his home, where he was seen with the usual signs and 
symptoms of coronary thrombosis. He was treated with rest, and mor- 
phine was required to control the pain. After several weeks’ rest in bed 
he improved enough to be removed to a hospital, where an electrocardio- 
gram corroborated the diagnosis of coronary thrombosis. Several ows 
later he attempted to do light work against medical advice. The con 
dition was aggravated, infarcts developing in both lungs and enitighe 
emboli occurring, together with marked jaundice. Eventually the patient 
died. The autopsy proved the diagnosis, the cause of death being given 
as cardiac dilatation, coronary thrombosis, with resulting multiple emboli. 
The question in point is, therefore, not the diagnosis but the cause of the 
attack. Is it possible that in a man, heretofore symptom free, such an 
attack should be brought about or precipitated by sudden unusual exer- 
tion? Can you give me references to or give me a case in point where 
such a condition has been brought about? Please omit name. 


M.D., New Jersey. 


ANSWER. —One knows too little in regard to the causative 
factors in coronary thrombosis to say much that is definite in 
this case. The possibility cannot be ruled out that a thrombosis 
had occurred silently, prior to the exertion, and had caused a 
certain amount of damage. This damage did not express itself 
subjectively or objectively until the time of the exertion, when 
a damaged ventricular wall was forced to withstand an increased 
intraventricular pressure. 

Attacks of coronary thrombosis are more frequent at rest, or 


_in the rest following exertion, but do occur during exertion. 


S. A. Levine (Medicine 8:245 [Sept.] 1928) reports the cases 
used in his study. Cases 73 and 95 occurred suddenly during 
exertion. 

Hochrein (Miinchen. med. Wehnschr. 81:1653 [Oct.] 1933), 
in an article in which he discusses the possibility of foreseeing 
coronary thrombosis, mentions briefly the occurrence of coronary 
thrombosis due to sudden psychic shock. 


THE SKIN AS A SOURCE OF ANTIBODIES 

To the Editor:—Is it generally considered true that most of the 
immunity developed in the system when bacterial invasion takes place is 
produced by the skin in generating antibodies or substances that act on 
the germs? For instance, it is well known that a severe attack of small- 
pox will at times clear up or apparently does clear up syphilis, If this 
is true, the skin must be the medium by which antibodies form, or what- 
ever substance it is that acts antagonistic to the spirochetes. What drugs 
are known, if any, that will assist the skin in developing this immunity? 
Please omit name. M.D., California. 


ANSWER.—While the skin no doubt plays an important part 
in reactions of immunity, it is not an accepted teaching that 
the skin is the main source of antibodies. The exact place or 
places where antibodies are formed is not known for sure, but 
the evidence at hand indicates that the lymph nodes, the spleen, 
the marrow and the reticulo-endothelial system, which is widely 
distributed, are concerned directly in antibody formation. In 
smallpox there is no evidence that the reactions which result 
in immunity are limited to the skin. The so-called specific 
lesions may occur in the pharyngeal, esophageal and rectal 
mucous membranes as well as in the skin. The spleen is 
enlarged, the marrow may be the seat of small foci of necrosis, 
and there are cellular infiltrations in the liver and other organs. 
These lesions indicate that the virus of smallpox and _ its 
products are widely disseminated throughout the body and con- 
sequently reach antibody forming centers everywhere. If it is 
true that an attack of smallpox actually does “clear up” syphilis, 
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this effect might be due to a nonspecific stimulation of anti- 
syphilitic reactions like that which appears to take place in 
instances of nonspecific protein thera apy for other conditions. It 


is safe to say that no drugs are known that will stimulate 
directly the immune reactions of the skin. 


ELONGATION OF TRANSVERSE PROCESSES OF 
LUMBAR VERTEBRAE 
To the Editor:—Please inform me as to the probable danger of strain 
or injury in the case of long transverse processes of the fifth lumbar 
vertebra that touch or practically touch the sacrum or crest of the 
ilium, Also inform me as to the remedy for this condition. 
E. C. McCuttocn, M.D., Staten Island, N. Y. 


ANSWER.—Elongation of the transverse processes of the fifth 
lumbar vertebra is a lesion that forms the basis of considerable 
orthopedic discussion. It is interesting to note that the > pry 
may or may not be the cause of the symptoms complained of. 

Roentgenograms may be deceptive; that is, they may indi- 
cate that the transverse process is touching the crest of the 
ilium _— it might be an optical illusion, proved by stereo- 
scopic film 

There ae three other conditions in this region that should 
be considered : 

1. Calcification of the iliolumbar ligaments. 

2. Sacralization of the fifth lumbar transverse process. 

3. Lumbarization of the first sacral segment. 


It is interesting to note also that elongation of the trans- 
verse process may be on the side contralateral to the region 
complained of. 

Many of the symptoms clear up when the area is treated for 
arthritic lumbosacro-iliac strain or arthritis, but some require 
resection of the transverse processes, for which condition Mag- 
nuson, Bauman, and Putti of Bologna, Italy, have described 
a successful operation. 

The roentgenogram may be deceptive in indicating to the 
surgeon that this is an easy operation. 


DERMATITIS OF EYELIDS 

To the Editor:—A woman has had dermatitis of the lids for six months. 
During the last three weeks she has abstained from the use of cosmetics 
with only fair results, although this is the only improvement noted to 
date. How long a period of abstinence from the use of cosmetics is 
required for one to form an opinion of the offending agent? Please 
describe the patch tests as I should use them. Can witch hazel cause 
dermatitis of this type? The trouble in this case is limited to the lower 
lids and the lower edge of the upper lids. The patient had a “nervous 
breakdown,” which kept her in bed for a month just preceding the present 
trouble. Could she have received anything during treatment for the 
breakdown internally or through the skin that could have caused this 
dermatitis? Please omit my name. M.D., New York. 


ANSWER.—The condition described may not necessarily be 
due to cosmetics but may some other form of allergy or 
may be a reflex. If the offending cause is removed, the con- 
dition should clear spontaneously within a comparatively few 
days. It is unlikely that witch hazel can cause the condition 
described. The patch tests had best be made by a trained 
allergist, as they do not mean much to one untrained in aller- 
gistic methods. It is suggested that the patient be observed to 
determine whether or not irritating substances are used that 
will continue the condition described. In the meantime the 
use of water and creams of any sort is to be avoided and the 
area should be covered each night with a simple zinc oxide 
ointment. 

MALDESCENT OF TESTICLES 

To the Editor:—The article of Dr. Samuel Cohn of San Francisco on 
the ‘“‘Anterior Pituitary-Like Principle in the Treatment of Maldescent 
of the Testicle’ (THe Journat, July 14) has an especial interest for 
_ in that I have several such cases. However, two are infants aged 

5 and 6 months, respectively. I should like to know whether there has 
been any such work on infants of this age, or would it be better to wait 
until school age before administering the substance? Please omit name. 

M.D., New Jersey. 


ANSWER.—The experience of most pediatricians indicates that 
many instances of maldescent of the testicle, noted at birth, 
will show spontaneous improvement during the first few months 
of life. Others descend during the first few years. However, 
since it is the general consensus that intra-abdominal testes 
show a considerable tendency toward malignant changes and, 
since the higher temperature of the abdomen (as compared 
with the scrotum) is thought to tend toward testicular atrophy 
or at least impaired function, it would seem that the use of 
anterior pituitary-like substance is justified even at as early 
an age as 1 or 2 years. Some authors, however, believe that 
the hypertrophy of the accessory sexual organs incident on such 
therapy may be disadvantageous at this early age. 
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STREPTOCOCCIC IMMUNITY IN DOGS 
To the Editor:—I have been told that dogs are immune to the effects 
of streptococci. I want to know if this is true, and I would also like 
to know if there has been any experimentation with dogs, goats and 
donkeys in the preparation of antitoxins. If you can tell me where I 
can get this information, I will thank you. 
J. J. Hansa, M.D., Quanah, Texas. 


ANSWER.—Comparatively little seems to be known about the 
action of streptococci in dogs. The Statement is sometimes 
made that dogs are “relatively immune” to. streptococci. Forms 
of streptococci occur in the intestine of dogs. According to 
Hamilton Kirk (Canine Distemper, London, Bailliére, Tindall 
& Cox, 1922) “Jensen in 1896 declared that the pneumonia of 
distemper was due to a streptococcus which he demonstrated.” 

Occasional experiments have been made with dogs, goats and 
donkeys in the preparation of antitoxin. Foshay (Am. J. M. 
Sc. 187:235 [Feb.] 1934) has prepared a potent antitularense 
serum from the blood of immunized goats. The difficulty of 
excluding the possibility that a given dog might be in the 
incubation period of rabies would make it unsafe to use the 
dog for antitoxin production. 


BRANCHIAL CYST 

To the Editor:—I have under my care a full term normal male infant 
about 3 weeks old. At the age of 3 days a swelling was noted at the 
angle of the jaw on the right, anterior to the sternomastoid muscle. The 
swelling appeared to be subcutaneous and cystic and continued to enlarge. 
Aspiration was done after two weeks and 10 cc. of straw colored fluid 
was removed. The cyst is probably branchiogenic in origin. What 
treatment would you advise? If you advise a sclerosing agent, which 
should be employed? The maternal grandmother states that the mother 
had a similar condition in infancy, which disappeared spontaneously. A 
brother of the mother also had the same condition but died in infancy. 
A 2% year old sister of this patient has a cleft palate and club feet and 
is feebleminded. Please omit name. M.D., Michigan. 


ANSWER.—From the description and location, the diagnosis 
of branchial cyst is probably correct. The treatment of such 
conditions with caustic and sclerosing agents is unsatisfactory 
and not recommended. If the cyst is quite superficial, as seems 
likely, excision is not difficult and is desirable. Deeper cysts or 
fistulas of branchial origin require greater skill for their 
successful removal. Superficial cysts and fistulas of this group 
may eliminate themselves if an external opening is maintained. 
As long as the swelling does not increase there is no hazard 
in delay, although spontaneous cure is hardly to be expected. 


POSSIBLE TUBERCULOUS ULCER OF TONGUE 

To the Editor:—I have a patient who has moderately advanced pul- 
monary tuberculosis. There is also some slight laryngeal involvement 
but no ulceration that I have seen. Several months ago this man had 
a sharp tooth on which the tip of his tongue became cut very slightly. 
The tooth has been taken care of, but an ulcer has formed at the tip of 
the tongue where the small cut was. He had the ulcer three or four 
months previous to his visit to me. I am in doubt just what steps I 
should take in the treatment of this lesion. Should I leave it alone? 
Should I cauterize it? If so, with what? If left alone, what will be the 
ultimate outcome? Please omit name and town. M.D., California. 


ANSWER.—Because of the presence of pulmonary tuberculosis, 
the possibility of this ulcer being tuberculous should be seriously 
considered. Examination of smears made from the floor of the 
ulcer for the tubercle bacillus should be done, or a piece of the 
ulcer removed by biopsy may be examined by a pathologist for 
tuberculosis. If the diagnosis of tuberculosis is sustained, the 
lesion should be removed with the actual cautery or by excision, 
the wound being closed with sutures. If not removed, the tuber- 
culous ulcer of the tongue tends to spread, becomes very pain- 
ful, and in its later stages offers a serious prognosis. Removal 
by excision or the cautery is probably wise even though a 
diagnosis of tuberculosis is not made. 


OPERATION FOR CATARACT 


To the Editor:—-Can you give me the name of an ophthalmic surgeon 
who does the intracapsular (Indian) operation for cataract from choice? 
I understand that some men do the operation in clinic cases but will not 
do it in their private work, which seems to me to be an indication that 
they do not have much confidence in it. I am developing cataract in 
both eyes, and the lenticular opacities are so centrally located that I 
will in all probability have a long period of semiblindness before I can 
have the usual two stage operation. If there is any one in the middle 
West who has had enough experience in the one stage operation to do it 
successfully I should like to consult him. M.D., Ohio. 


ANSWER.—The majority of ophthalmic surgeons have aban- 
doned the Indian intracapsular operation because of the high 
risks involved. Those of clinical experience who perform the 
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intracapsular operation are utilizing the Elschnig technic, the 
Knapp technic or the Barraquer technic. All these methods are 
of the intracapsular type, all are fairly safe, and all yield satis- 
factory results in the hands of experienced operators. None of 
these types of operation require full maturity of lens as does 
the older intracapsular method. In practically every large city 
there are one or more experienced ophthalmic surgeons doing 
one of these intracapsular operations. 


LARVAE IN HUMAN SKIN 

To the Editor:—I recently saw a child, aged about 6 months, who 
had several papules on its body from two of which, the mother claims, 
a white larva about half an inch in length escaped. She brought the 
larva to the office but it was dried and unrecognizable, although it 
certainly was a larva of some kind. The other papules dried up and 
disappeared. I have been unable to find anything in the literature 
regarding such skin condition, M.D., Ontario. 


ANSWER.—A great many larvae of widely different forms 
have been found in the human skin, some of them burrowing 
and forming a narrow, usually crooked, inflammatory line, 
designated creeping eruption. Others form only a papule, which 
in some cases enlarges to resemble a furuncle. 

Two recent articles in American literature on creeping erup- 
tion are: 

Bedford, G. V.; Williams, D. H., and Newton, M. V ar aes 


. B. 
Eruption Caused by Gastrophilus Intestinalis, Canad. M 
28: 377 (April) 1933. 


McCarthy, Lee: Creeping Eruption Due to Brasiliense, 
Arch. Dermat. & Syph. 27: 490 (March) 1933 

The larvae of heel flies, incorrectly called bot flies, are some- 
times found in human skin, producing papules or furuncle-like 
lesions with a black point at the apex, an opening through which 
the larva breathes. This is hypodermiasis or ox warble disease 
(Toomey, T. N.: Brit. J. Dermat. 34:31 [Feb.] 1922). Warble 
is an old word related to “wormil,” meaning a swelling due to 
the larva of the heel fly 


ELECTROCOAGULATION IN CHRONIC ENDOCERVICITIS 

To the Editor:—Can one use the electrocoagulating portion of a dia- 
thermy machine in the treatment of chronic endocervicitis or is the 
cautery more advisable? Kindly omit name if this is answered in THE 
JOURNAL. M.D., New York. 


ANnswer.—Removal or destruction of the diseased endocervix 
may be accomplished in many ways. The entire cervix may 
be cored out, or it may be coagulated with the diathermy 
machine. In the hands of the majority of experienced men, 
the nasal cautery tip has proved to be the most satisfactory. 
The outfit for employment of this method is now relatively 
inexpensive and should be included in the armamentarium of 
every one whose work includes the treatment of gynecologic 
patients. 


SYPHILITIC IRITIS 


To the Editor:—I am writing in regard to two syphilitic iritis cases I 
now have under treatment. Would you please advise me of your latest 
methods of treatment for such cases? 


Gorvon Lawyer, M.D., Cambridge, Ohio. 


ANsWER.—If the iritis is in the active stage, the best results 
will follow the use of foreign proteins combined with anti- 
syphilitic measures. Typhoid vaccine in shock-producing doses 
should be given intravenously every forty-eight hours for from 
three to six injections, to be followed immediately by neo- 
arsphenamine in small but frequently repeated doses. It is 
far better to use 0.1 Gm. every forty-eight hours than 0.3 Gm. 
twice a week. In these stages, iodides are of but little value. 
The local treatment is the same as for any form of iritis; 
namely, atropine and heat. If the acute stage of the iritis has 
passed, it is far better that the ophthalmologist turn the patient 
over to a syphilologist for further treatment. 


IDENTIFICATION OF SEMINAL STAINS 


To the Editor:—In your answer to the question of M.D., Kentucky, in 
relation to the identification of seminal stains found in the clothing of 
the deceased after death (THe Journat, October 20, p. 1255) you state 
that the semen might run out through a bullet wound involving the 
seminal vesicles and that it is also a possibility that stains might have 
been deposited sometime before the episode that led to the man’s death. 
While this is correct as far as it goes, one of the most important con- 
siderations is the postmortem ejaculation of semen that not infrequently 
follows many types of death, especially violent ones. The latter fact 
must be borne in mind if serious errors are to be avoided. 

Louis L. Lerxowitz, M.D., New York. 

Assistant Medical Examiner, 
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COMING EXAMINATIONS 


ALABAMA: Montgomery, Jan. 7. Sec., Dr. J. N. Baker, 519 Dexter 
Ave., Montgomery. 
AMERICAN BoaRD OF DERMATOLOGY AND SypuHiLoLocy: Written 
(Group B candidates). The examination will be held in various = 
throughout the April 29. Oral (Group A and Grou 
dates). — York, June 10. Sec., Dr. C. Guy 416 
oston 


Boarp oF OxssTETRICS AND GYNECOLOGY: Written (Group 
B candidates). The examination will held in various cities of the 
United States and Canada, March 23. Final oral and — ——_— 
tion (Group A and Group B candidates). peg ee . J., Jun 
10-11. Group . Ree ay ~ lists close Feb. 23 a A application 
lists close May c., Dr. Paul Titus, 1015 Highland i Bldg. Pittsburgh. 

AMERICAN oF OpHTHALMOLOGY: Philadelphia, June 10. Appli- 
— must be filed at least sixty days prior to date of a 

., Dr. William H. Wilder, 122 S. Michigan Blvd., Chicag 

Awenicax BoarRD OF OTOLARYNGOLOGY: New York, June 

W. P. Wherry, 1500 Medical Arts Bldg., Omaha. 

Basic Science. Tucson, Dec. 18. Sec., Dr. Robert L. 
ugeat, Science Hall, University of Arizona, Tucson. Medical. Phoenix, 
Jan, 2-3 Patterson, 320 Security Bldg., Phoenix 

CoLor RADO: Denver, Jan. 18. Sec., Dr. Wm. Whitridge Williams, 
422 State Office Bldg., Denver. 

District oF COLUMBIA: Washington, Dec. 27-28. 
Medical. Washington, Jan. Commission on Licensure, Dr. 
W. C. Fowler, 203 District Bide. Ww 

I:tinois: Chicago, Ja -24. of Registration, 
Department of Education, Mr. Eugene R. Schwere, 

prin 

Iowa: Des Moines, 
tion, Mr. H. W. 

MINNESOTA: Bas 
Charnley McKinley, 


Sec., 


an, 3-5. Dir., Division of ~"apermpele and Registra- 
Grete, Capitol Bldg., Des Moine 
2-3. Sec., Dr. J. 


ic Science. Minneapolis, 

126 Millard ~ University of Minnesota, Minne. 
apolis. Medical. 5- Sec., Dr. E. J. Engberg, 350. 
St. Peter St., St. 


Minneapolis, Jan. 
Paul. 
NATIONAL ‘BoarD OF MEDICAL EXAMINERS: The 


Parts I and II. 
examinations will be held in medical centers where there are five or more 


candidates, Feb. 13-15. Ex. Sec., Mr. Everett S. Elwood, 225 S. 15th 
St., Philadelphia. 
NEBRASKA: Basic Science. Omaha, Jan. 8-9. Dir., Bureau of Exam- 


ining Boards, Mrs. Clark Perkins, State House, Lincoln. 

‘ew York: Albany, Buffalo, New York and Syracuse, Jan. 
Chief, Professional Examinations Bureau, Mr. Herbert J. 
Room 315 Education Bldg., Albany. 

Nortu Dakota: Grand Forks, Jan. 1-4. 


28-31. 
Hamilton, 


Sec., Dr. G. M. Williamson, 


4% S. 3d St., Grand Forks. 

OREGON: Portland, Jan. 2-4. Sec., Dr. Joseph F. Wood, 509 Selling 
Bldg., Portland. 

PENNSYLVANIA: gee Jan. 8- Dir., Bureau of Professional 
Licensing, Mr. W. M. Den , 400 Eacation Bldg., Harrisburg. 

Ruopve ‘Jan. Dir., Public Health Commis- 
sion, Dr. Lester A. Round, 319 - ll Office Bldg., Providence. 

Soutu Daxora: Pierre, Jan. 15-16. Dir., Division of Medical Licen- 
sure, Dr. Park B. Jenkins, Pierre. 

TENNESSEE: Memphis, Dec. 20-21. Sec., Dr. H. W. Qualls, 130 


Madison Ave., Memphis. 
Wasuincton: Basic Science. Seattle, Jan. 10-11. Medical. Seattle, 
Jan. 14-16. Dir., Department of Licenses, Mr. Harry C. Huse, Olympia. 
Wisconsin: Madison, Jan. 8-10. Sec., Dr. Robert E. Flynn, 401 
Main St., LaCrosse. 


West Virginia July Report 
Dr. Arthur E. McClue, secretary, Public Health Council of 
West Virginia, reports the oral and written examination held 
in Wheeling, July 9-11, 1934. The examination covered 11 
subjects and included 110 questions. An average of 80 per 
cent was required to pass. Fifteen candidates were examined, 
all of whom passed. Twelve physicians were licensed by reci- 


procity and 1 physician was licensed by endorsement. The 
following schools were represented : 

Year Per 

School — Grad Cent 

Emory University School of Medicine................ 193 9.4 


Rush Medical College 
University of Louisville School of Medicine........... 
University of Maryland School of Medicine and College 


New York University, University and Bellevue Hosp 

Duke University School of Medicine...............-. (1932) 87 
Medical College of Philadelphia. (1932) 93.3,(1933) 86 
niversity of Pennsylvania School of Medicine....... (1916) 86.9 
Medical College of Virginia ...........6... (1933) 84.7, 86.5, 89.7, 93.5 

School LICENSED BY RECIPROCITY 
University of Louisville School of Medicine......... (1933) Kentucky 
St. Louis University School of Medicine........... (1928) Ohio 
Starling Medical College, Ohio...............2e.0.. 900) Ohio 
Iniversity of of Medicine........ 932 
Medical College of Virginia ..............4.. (1932), (1933) N. ‘toa 

(1932,2), (1933, 2) Virgin 
University of Virginia Seertiesiie of Medicine..... (1932) Virginia 


Sch 
Washington University School of Medicine......... (1929) N. B. M. Ex. 


= 
V 
(1933) 86.5 


Vo.tume 103 
NumsBer 24 


BOOK 


Book Notices 


A Text-Book of Pathology. Edited by E. T. Bell, M.D., Professor 
of Pathology in the University of Minnesota, Minneapolis. Second edition. 
Cloth. Price, $8.50. Pp. 767, with 366 illustrations. Philadelphia: Lea 
& Febiger, 1934. 

This edition, enlarged and revised, is an improvement, as 
new material has been added. The book contains sufficient 
pathologic physiology and clinical data to make it a more 
interesting and more suitable book than the older textbooks 
that are confined largely to the descriptive morbid anatomic 
and microscopic changes. The text is concise, the language is 
simple, the style ‘s easy, and the sentences are noted for their 
' short and clear cut expressions. The first portion consists of 
a section on general pathology, perhaps too brief, but which 
if supplemented by lectures would meet the purpose in the 
average course of study. The section on tumors can be con- 
sidered adequate. A great part of the book is taken up with 
special pathology, which is treated in an excellent and concise 
manner. Illustrations are for the most part adequate. Perhaps 
a few statements might be questioned. Rheumatic fever is not 
generally accepted as yet as being due to streptococci. On the 
other hand, scarlet fever is most generally accepted to be due 
to a special type of hemolytic streptococci. In a discussion of 
streptococcic sore throat epidemics, a statement that the infec- 
tion may be milk borne through contamination of a milk man 
with a sore throat is incorrect, as all work points to the infected 
udder of a cow being the source of infection. The term 
Streptococcus mucosus is still employed and should not be 
used in American literature, as this organism is definitely 
Pneumococcus mucosus. Tumors are discussed in an excellent 
brief manner. The relation of trauma, chronic ‘rritation and 
the experimental work on production of cancer are well dis- 
cussed. The histogenetic terms for tumors of the nervous 
system have been adopted. Lympho-epithelioma tumors of 
the throat are included. An interesting addition to the dis- 
cussions of the tumor are the remarks on prognosis and radio- 
sensitivity of neoplasms. The classification of diseases of the 
kidney is confusing. The recent conceptions of nephrosis are 
emphasized. In discussing diseases of the heart, Clawson 
includes a simple, clear classification and emphasizes recurrent 
rheumatic infections of the heart, a condition neglected by most 
textbooks. One might perhaps question the statement that 
Aschoff nodules occur in 45 per cent of cases of subacute 
bacterial endocarditis, as most workers believe that these 
nodules are seen only in rheumatic infections. The pathology 
of only a few infectious diseases is discussed. In a discussion 
of hay fever, a statement that the majority of hay fever 
sufferers finally develop asthma is of course incorrect. The 
pathology of nervous diseases includes a brief statement of 
the various forms of encephalitis and parkinsonian diseases. The 
chapter on diseases of the blood is written by Downey. The 
histogenesis of blood cells and the recent work on liver and 
liver extracts in relation to the anemias are well described. 
Agranulocytosis is considered infectious in origin, and the 
possible relationship to amidopyrine is not mentioned. These 
omissions, however, are comparatively slight, for the book is 
well balanced and serves as an excellent textbook for beginners 
in pathology. It brings practitioners recent work and pathology 
discussed in terms of clinical medicine and abnormal physiology. 


Active Immunization Against Diphtheria: Its Effect on the Distribution 
of Antitoxic Immunity and Case and Carrier Infection. By Sheldon F. 
Dudley, Percival M. May and Joseph A. O'Flynn. With a note by 
J. Orr Ewing. Medical Research Council, Special Report Series, No. 195. 
Paper. Price, 3s. Pp. 140, with 15 illustrations. London: His Majesty's 
Stationery Office, 1934. 

An unusual opportunity presented itself at the Greenwich 
Hospital School in London to study the degree of immunity 
acquired under natural conditions by a group of about 1,000 
boys over a period of seven years in comparison with the 
immunity obtained under artificial conditions of immunization 
at the same institution. From 1921 to 1928 the authorities at 
this school would not permit the administration of an 
immunizing agent but did sanction the Schick testing of the 
children. During the following five years, artificial immuniza- 
tion with toxoid was employed. The authors concluded that 
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three doses of diphtheria toxoid can produce in three months 
as high an immunity as three years’ residence in a community 
The community in this instance 
was the boys’ school, where the children live rather intimately, 
associated with one another and subjected to the dangers of 
direct contact infection. The authors further state that the 
natural progress of immunization was accompanied by a high 
mortality and that there occurred one case of clinical diphtheria 
for every three or four latent immunizations. When active 
immunization with toxoid was employed in 1928, clinical diph- 
theria almost disappeared from the school; but in the winter of 
1932 a rather virulent outbreak occurred in spite of the fact 
that about 90 per cent of the children were Schick immune. 
This outbreak was due to a diphtheria bacillus extremely 
toxigenic and virulent to guinea-pigs. The incidence was 
greater among those who had been immunized with toxoid than 
among the natural Schick immune. However, the cases in the 
Schick immune or in the relapsed Schick immune were all mild. 
It was observed that, after the artificial immunization of the 
school, higher virulent carrier rates were recorded, while the 
number of avirulent carriers practically disappeared. They 
observed, however, that in determining this variation in the 
percentage of virulent carriers the same boys have not been 
observed over an extended period of time. They believe, how- 
ever, that the sampling does represent a fair index of the varia- 
tion in the carrier rate. The authors confirmed the hypothesis 
first verified experimentally by Dudley in 1922 and Zingher 
in 1923 that latent immunization is caused by carrier infection 
with virulent diphtheria bacilli. They further state that 
artificial active immunization is an almost certain protection 
against recognizable clinical diphtheria but is no protection 
against carrier infection. It may under certain conditions 
increase the number of virulent carriers, not only by replacing 
the Schick susceptibles who rarely carry virulent diphtheria 
bacilli, by Schick immunes who are all potential carriers, but 
also by substituting virulent for avirulent diphtheria infections. 


A Textbook of Gynecology. By Arthur Hale Curtis, M.D., Professor 
and Head of the Department of Obstetrics and Gynecology, Northwestern 
University Medical School. Second edition. Cloth. Price, $6. Pp. 493, 
with 300 illustrations. Philadelphia & London: W. B. Saunders Com- 
pany, 1934. 

This edition contains 112 pages more than the first. Lacking 
is the usual publisher’s statement listing revisions and additions. 
A detailed comparison of the second with the first volume is 
essential to an understanding of the conscientious way in which 
the new material has been woven into the original fabric. 
Credit is due the author for this painstaking work, nor should 
credit be withheld from the publisher for permitting an almost 
complete resetting. The orderly sequence of the original volume 
and its concise virtue are not lost, yet substantial progress is 
made toward a broader consideration of fundamentals, found 
wanting in the first edition. Whether through remissness or 
modest intent, neither author nor publisher has signalized the 
improvements in the second edition. Some of them should be 
mentioned: The section on cancer of the cervix has been revised 
and improved for teaching purposes. Admirable illustrations 
of the Wertheim hysterectomy comprise a valuable addition. A 
new section on tumors of the broad ligaments is included. An 
operation not included in the first edition is advocated and care- 
fully described. This consists in the combination of advance- 
ment of the bladder with transfer of the bases of the broad 
ligaments and amputation of the cervix. 

The section on internal secretions in their relation to 
gynecology is entirely rewritten and greatly enlarged and 
improved. The management of pelvic tuberculosis is seen from 
a slightly different angle; surgery is soft-pedaled. The sections 
on operative management and postoperative care have been 
admirably rearranged and amplified. The section on sterility is 
broadened and strengthened. For the rest, there is scarcely a 
section in the book, however brief, that has not come in for its 
share of change for the better. 

The illustrations, for the most part by Tom Jones, offer a 
striking contribution to the excellence of the volume. Many 
illustrations of interval stages in operative procedures have been 
added, reduced in size without loss of subject value. In general, 
the illustrations of operative procedures are unusually good, 
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particularly those depicting plastic procedures involving the 
vaginal approach. 

As a basic textbook for the academic teaching of gynecology, 
this book is not yet ideal. It is practical, concise and readable 
but, after all, more concerned with clinical essentials than with 
fundamental and academic grounding. For clinical teaching 
combined with case study and surgical observation it is nearly 
perfect. As a reference for the clinician in practice it is 
invaluable. 

In the surgical management of prolapse, cystocele and 
rectocele, in the conservative and radical management of pelvic 
infection and in the management of genital cancer the book is 
superlative. In certain fields, particularly in vaginal plastic 
surgery, it is a classic, years ahead of its time. For the rest, 
it is often excellent, seldom less than adequate. The first edi- 
tion proved to be an invaluable adjunct to the working library. 
The second edition is greatly broadened in scope and com- 
mensurately more valuable. No book in its field will be referred 
to more frequently or with more profit by either clinician or 
specialist. 


Union internationale contre le cancer; Conférence préparatoire tenue 
le 22 mars 1934 au Ministére de la Santé publique 4 Paris. Compte rendu 
sténographique. Paper. Pp. 80. Paris: The Union, [n. d.] 

These two pamphlets are a transcript of the organization 
meeting of the International League Against Cancer. The 
first International Cancer Congress originated at the sug- 
gestion of the late Dr. Harvey R. Gaylord of the State Institute 
for the Study of Malignant Disease, at Buffalo. As Professor 
Czerny had just opened his institute for cancer investigation in 
Heidelberg, and Prof. Paul Ehrlich the institute for experi- 
mental therapy in Frankfort, the meeting was held in September 
1906 at Heidelberg and Frankfort. The congress was attended 
by representative clinical and laboratory students of cancer. 
Obviously, as the meeting was held in Germany, the members 
were predominantly German, but representatives from England, 
France, the United States and other countries were present. 
I-very aspect of the subject was considered, scientific research, 
treatment both by surgery and radiation, and statistics. Among 
the famous men present now no longer living were Jensen, 
Metchnikoff, Pozzi, Waldeyer, Czerny and Ehrlich. Jensen 
died only a few months ago, and it was he who in one ‘sense 
originated experimental cancer research, for he was the first to 
study in detail the transplantation of animal tumors. The second 
congress was held in Paris in 1910 and was well attended. In 
1913 another small conference was held in Brussels. Then came 
the war, and it was not until 1923 that a conference was held 
in Strasbourg, with a limited group of investigators attending. 
The American Society for the Control of Cancer called a con- 
ference in 1927, which was held at Lake Mohonk. In the scope 
of its papers this meeting was chiefly devoted to the questions of 
teaching, lay publicity and the organization of cancer clinics in 
which the society was interested. A year later a similar invita- 
tion conference was called in London, and certain phases of 
the cancer problem were discussed in great detail. This meet- 
ing was more general in scope than the Mohonk conference. 
Both conferences published important contributions to the subject 
of cancer research and cancer education in their proceedings. 
Finally, in 1933 the third international congress assembled in 
Madrid. The decision to hold this congress was made rather 
late and it was difficult to get together a representative group 
on short notice. It was felt by the delegates to the Madrid 
conference that some more formal organization should be created 
which would guide and somewhat control future congresses, 
the next of which will be held in Rome in 1936. In com- 
pliance with the wishes of the delegates to this congress, Justin 
Godart, president of the French Society for the Control of 
Cancer, was requested by the president of that congress to call 
a meeting of delegates from those organizations interested in 
cancer, and this meeting was held March 22 of this year in Paris. 
The response was world wide, sixty-eight delegates coming from 
North and South America, all the countries of Europe and some 
from the Far East. The purpose of this meeting was to decide 
whether there should be created a formal organization to be 
known as the International League Against Cancer. This 
group decided that it would be wise to establish such a body, 
voted that its headquarters should be in Paris, and discussed the 
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many activities in which such an organization might properly 
engage. It was recognized that a question of immediate impor- 
tance was to aid the local committee having charge of the 
next congress in Rome and to assist it in the organization of 
its program of papers, clinics and symposiums and also to 
suggest possible subjects for discussion. To this end a con- 
stitution and by-laws were adopted which should govern further 
developments. All teaching and research organizations are 
eligible to join the society on the payment of a small fee, and 
governments also are asked to nominate delegates. Among 
other suggestions for the possible activities of the society was 
that to prepare an international classification for tumors and 
to determine uniform criteria for the recording of cancer 
statistics. If sufficient funds can be obtained, it was proposed 
to establish a central office in Paris, from which information 
of all sorts concerning cancer might be supplied, reprints 
collected to be lent to investigators unable to subscribe to 
the journals containing the original articles, photostats pre- 
pared at the request of investigators unable to obtain reprints, 
and a card index of the literature on cancer to be made so 
that any investigator might obtain, at a small cost, the literature 
on any phase of cancer research or education on which he 
desires information. It was also proposed to publish a small, 
inexpensive bulletin which would be sent to all the members 
of the organization and to others interested in the subject of 
cancer, reports of the committee meetings and of the plenary 
conferences of the delegates, with short notes on other matters 
that might be of interest to those engaged either in research or 
in treatment of cancer and in cancer education. An executive 
committee was elected by the plenary conference to carry on in 
the interim and it met in Paris, July 17. The full meeting of 
all the delegates from the various countries that have agreed 
to combine in this venture will be held in Paris, December 16. 
At that meeting it is expected that the outlines of the program 
for the Rome International Cancer Congress will be completed 
and a permanent executive committee established from those 
countries which have sent official delegates. 


Surgical Nursing. By Hugh Cabot, M.D., C.M.G., F.A.C.S., Senior 
Consultant, Mayo Clinic, Rochester, Minn., and Mary Dodd Giles, R.N., 
A.M., Associate Professor of Nursing Education, Vanderbilt University. 
Second edition. Cloth. Price, $3. Pp. 441, with 123 illustrations. 
Philadelphia & London: W. B. Saunders Company, 1934. 

The authors have attempted to state underlying principles of 
the practice of surgery and to correlate surgical nursing pro- 
cedures with these principles. They have been fairly successful, 
though the correlation might be improved. In some instances 
the treatment represented to be indicated is apparently quite 
individualistic and does not conform to the accepted principles 
of many surgeons. There is a tendency to encourage the nurse 
to take over a considerable part of what is still regarded as 
the practice of medicine. The illustrations might be improved 
in order to cause them to be of educational value and not 
merely illustrations. Submitting this edition to a representative 
group of recognized surgeons and conforming to their recom- 
mendations might result in a more practical, worth-while third 
edition. 


Ober die Wirkungen der Réntgenstrahien auf die Lungen. Von Rolf 
Bull Engelstad, Acta radiologica, Supplementum XIX. Paper. Price, 
10 Swedish crowns. Pp. 93, with 35 illustrations, Stockholm: P. A. 
Norstedt & Séner, 1934. 

dt has been known for many years that excessive irradiation 
of the chest with either radium or x-rays can produce permanent 
fibrotic changes in the lungs. This fact was of relatively little 
practical importance until the development in recent years of 
the method of administering extremely large doses of radiation 
in the attempt to cure cancer of the lung, mediastinum or breast. 
While Holfelder has suggested the use of an oblique beam in 
the treatment of carcinoma of the breast and many workers in 
the field supplement moderate roentgen treatments with large 
doses of buried but highly filtered radium the action of which 
is chiefly local, nevertheless it has become more and more 
obvious that this fibrosis of the lung is one of the limiting 
factors in the treatment of malignant conditions in the chest. 
Most of the previous work on the subject has been done in a 
purely qualitative way and with doses that could not be admin- 
istered to human beings. This monograph is therefore a wel- 
come contribution to the subject. First of all, Engelstad has 
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been careful to determine the dosage of x-rays that he admin- 
istered, in roentgens, no matter what the filtration or voltage. 
He used rabbits in his experiments and protected them as far as 
possible with lead rubber. Small animals of this type are not 
suitable for such work, as the lateral scattering from the imping- 
ing beam is considerable and the animals may not infrequently 
die from moderate exposures. Beginning with moderate doses 
just sufficient to produce an erythema, approximately 1,500 
roentgens, or about three times that for the human skin, he 
found no serious damage in the lung or pleura. The lymph 
follicles were shrunken and there was some hyperemia with 
edema of the lung tissue, and occasionally some capillary hemor- 
rhages. The lymph follicle changes appeared in a few hours 
after the irradiation, the others later. Equal numbers of roent- 
gens applied to the chest gave the same effect despite the 
variations in voltage and filtration. With larger doses, approxi- 
mately 3,400 roentgens in a single sitting, fairly extensive 
degenerative processes could be observed four hours after the 
termination of the exposure. The lymphocytic tissue of the 
lung had practically vanished. Leukocytic exudate was present 
in the alveoli. The alveolar epithelium showed degenerative 
changes and after some months the lungs showed considerable 
sclerosis, degeneration and proliferation of the bronchial 
epithelium, exudate in the pleura, calcification, and even the 
presence of bone. To this lesion the rabbit is probably peculiarly 
sensitive. The dose causing these changes, however, is larger 
than would ever be given to a human being in a single sitting 
-but is not larger than is at present frequently administered with 
the fractional technic now employed. The author found in his 
experiments that the time factor played an important part in 
determining the amount of lesion in the lung, for while no 
difference was noted when equal doses of x-rays of different 
wavelengths were administered in the same time, when the 
treatment was greatly prolonged a much larger total dose 
could be given than when the whole was administered at a 
single sitting, thus confirming the work of Coutard and his 
followers. In another series of animals, doses between 9,000 
and 21,000 roentgens were given. As might be expected, most 
of the animals died fairly promptly even when the dose was 
divided into three or four sittings, but such doses would never 
be given to human beings. Obviously, the reader will consult 
the text for the histologic details and will be instructed in 
these matters by the excellent illustrations, mostly photomicro- 
graphs, of the damaged tissues. An extensive bibliography is 
appended. The subject would seem to be closed, certainly for 
the rabbit, and it is unlikely that the use of dogs or cats would 
reveal any other changes of importance. 


Diabetic Manual for Patients. By Henry J. John, M.A., M.D., F.A.C.P., 
Director of the Diabetic Department and Laboratories of the Cleveland 
Clinic. Second edition. Cloth. Price, $2. Pp. 232, with 47 illustrations. 
St. Louis: C. V. Mosby Company, 1934. 

This manual is attractively written and will hold the attention 
of the patient. The diagrams are ingenious. The text is sound, 
sensible and practical. The author cheers the patient by record- 
ing a list of patients who took insulin and later were able to 
discontinue it. Many will differ radically with his interpreta- 
tion of reactions and will not agree that they are present with 
a high blood sugar; but that is a comparatively minor point. 
Sample menus are given for carbohydrate 140 Gm., protein 60 
Gm., fat 111 Gm., and evidently this is a diet which the author 
frequently employs. Any practitioner can recommend this 
manual to his patient without any misgivings. It is sure to do 
good. 


Vie et rajeunissement: Une nouvelle méthode générale de traitement et 
mes expériences de rajeunissement de Bologne et de Paris. Par le Dr. 
Francesco Cavazzi. Préface du Profr. Charles Richet de l'Institut de 
France. Paper. Price, 22 francs. Pp. 88, with 47 illustrations. Paris: 
Gaston Doin & Cie, 1934. 

Dr. Cavazzi of Bologna has a method which is a variant of 
that of testicular extract injection. Cavazzi says that Brown- 
Séquard’s original method of opotherapy failed, not because it 
was wrong in principle, but because he had used an extract 
that did not and could not contain the active endocrine sub- 
stances. The testicular hormones (like other hormones) pass 
directly into the efferent blood, according to the exact concep- 
tion of an internal secretion as enunciated by Claude Bernard. 
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The author therefore used the serum of testicular efferent blood 
from young and healthy animals, as this, he declares, must 
contain the testicular hormones. According to Cavazzi, the 
species of animal is a matter of indifference, because the efficacy 
of the hormones is a chemical matter. A number of old men 
were treated both at Bologna and in Paris. Cavazzi says that 
all were greatly improved. He believes that the phenomena of 
“rejuvenation” observed are due to the amelioration of the 
specific nutrition of the nervous system (hormone nutrition) 
and especially of the spinal cord by the action proper of the 
testicular hormone. This, he avers, is a biologic, not a phar- 
macologic or pharmacodynamic, excitation: a reacquisition of 
nervous energy by the action of the hormones. Nothing is said 
about the method of preparation of the serum. The clinical 
data given are especially meager. Empiricism is the substance 
of the work. It is regrettable that the term “rejuvenation” is 
used rather loosely. More scientific and exact data instead of 
speculative statements, coupled with subdued enthusiasm, might 
perhaps tend to less skepticism, 


Physical Diagnosis. By Richard C€. Cabot, M.D. 
Cloth. Price, $5. Pp. 540, with 317 illustrations. 
Wood & Company, 1934. 

The new edition of this standard textbook has been thoroughly 
revised and reset in new type. Sections concerned with labora- 
tory data have been omitted, thus offering more space for 
other chapters. Coronary heart disease is much more adequately 
described in this edition than heretofore. A section on pul- 
monary heart disease has been added. The sections on head 
and neck, tuberculosis, pulmonary emphysema, and lesions of 
the large intestine have been enlarged. A new chapter is 
devoted to the electrocardiogram. As the author stresses in 
the preface, no attempt has been made to describe diagnostic 
procedures with which he is not familiar and no space is given 
to the description of tests that he believes are useless. 


Eleventh edition. 
Baltimore: William 


A Contribution to the Problem of the Relationship Between the B 
Vitamins and the Protein, Fat and Carbohydrate Contents of Food. By 
P. Vogt-M@ller, Reservelaege ved St. Elisabeth's Hospitals Medicinske 
Afdeling, Copenhagen. Paper. Pp. 165. Copenhagen, Denmark: Levin 
& Munksgaard, 1934. 

This report, in Danish, accompanied by an English summary, 
covers experimental investigations (1929-1931) in which mice 
were used to ascertain whether requirements for the B vitamins 
vary at different levels of protein, fat and carbohydrate in the 
diet. This question is important in the quantitative determina- 
tion of the B vitamins as well as from a clinical standpoint. 
When given a rich fat diet, the animals seemed to need less 
vitamin B:, while the requirement of Bz seemed to be increased; 
increased vitamin B, caused an earlier development of pellagra 
and death. A high carbohydrate diet seemed to increase the 
need for B: and/or A _ high protein diet appeared to 
increase Be needs. The results of the experiments show that 
the composition of the diets on which experimental animals are 
fed has a large influence on the quantitative biologic determina- 
tions of the constituents of the vitamin B complex, so that the 
feeding of experimental animals with diets of uniform com- 
position is necessary in comparative investigations of the vitamin 
content of foods. 


Applied Anatomy: The Construction of the Human Body Considered 
in Relation to Its Functions, Diseases and Injuries. By Gwilym G. Davis, 
M.D. Ninth edition revised by George P. Muller, M.D., Professor of 
Clinical Surgery, Graduate School of Medicine, University of Pennsyl- 
vania. Assisted by Bernard J. Alpers, M.D., Assistant Professor of 
Neurology, Graduate School of Medicine, University of Pennsylvania, 
Stirling W. Moorhead, M.D., Assistant Professor of Urology, University 
of Pennsylvania, Robert A. Kimbrough Jr., M.D., Associate in Obstetrics 
and Gynecology, University of Pennsylvania, I. S. Ravdin, M.D., Professor 
of Surgical Research, University of Pennsylvania, and S. Dana Weeder, 
M.D., Surgeon to the Germantown Hospital. Cloth. Price, $9. Pp. 717, 
with 675 illustrations by Erwin F. Faber, Philadelphia, London & 
Montreal: J. B. Lippincott Company, 1934. 


The profession will welcome a revision of a book that is 
considered by many to be a classic. The fact that this is the 
ninth edition attests its popularity. It has been entirely reset 
and, in part, reillustrated. The author's aim was to teach 
surgical principles through the medium of anatomic relations. 
Many of the sections have been rewritten, notably the surgical 
specialties. A few sections have not been rewritten and an 
excellent example is the part on extremities, which was so well 


1882 


written originally that few changes were indicated. Most of 
the illustrations were made from dissections made by the author, 
or under his direction. The frozen anatomic sections should be 
of considerable value to the student and surgeon. The reviser 
and his assistants have done a commendable piece of work. The 
book represents an excellent job of publishing and can be recom- 
mended highly. 


Medicolegal 


Medical Practice Acts: Revocation of License; Preg- 
nancy to Be Proved When Abortion Is Charged.—The 
state of Iowa instituted an action in equity to revoke Brown’s 
license to practice medicine, charging him with unprofessional 
and dishonorable conduct in procuring a criminal abortion. 
The trial court dismissed the proceedings. The state then 
appealed to the Supreme Court of Iowa. That court reversed 
the order of the trial court and directed it to revoke the defen- 
dant’s license but later, on rehearing, affirmed the trial court's 
ruling dismissing the cause. 

To establish the charge that Brown procured a criminal 
abortion, said the Supreme Court, the evidence must show that 
the female on whom the operation was alleged to have been 
performed was pregnant. This, the court held, the evidence 
in this case failed to do. The girl herself, a child 15 years 
old, refused to testify. The trial court did not permit her 
family physician to testify, because of the privileged communi- 
cations statute of Iowa. Her mother testified that the family 
physician said the child was pregnant; but, said the Supreme 
Court, this testimony, while admissible as proof that the state- 
ment was made, cannot be considered as evidence of the truth 
of that statement. There was evidence that after the family 
physician had advised the mother as to the child’s condition 
her father arranged with the defendant to treat her; that the 
defendant examined her and advised that she be given quinine ; 
that the girl visited the defendant two or three times subse- 
quently; that on one visit he used a metallic instrument and 
inserted a rubber tube and some gauze in the vagina, and 
advised the removal of the tube when the child began to have 
cramps; that about five hours later the child did have cramps 
and the tube was removed; and that the child passed clots of 
bad-smelling blood the following morning. This evidence, said 
the court, fails to show that the child was pregnant, since 
there was no expert evidence that these treatments were such 
as are recognized as adapted to and ordinarily given to produce 
an abortion and were not given for a legitimate purpose. 
There are many things in the evidence, said the court, that 
arouse a very strong suspicion, but the court cannot condemn 
on a suspicion. 

Holding that the evidence failed to establish that the child 
was pregnant, the Supreme Court accordingly affirmed the 
ruling of the trial court dismissing the proceedings.—State v. 
Brown (Iowa), 245 N. E. 348; 253 N. E. 836. 


Malpractice: Volkmann’s Contracture Attributed to 
Tight Bandage.—The plaintiff sustained a compound fracture 
of the humerus, about three inches above the elbow. The 
defendant-physician, at a hospital, reduced the fracture, placed 
the arm in a splint, and bandaged it. The plaintiff remained 
in the hospital ten days, during which period the bandage was 
changed two or three times. After the plaintiff left the hos- 
pital, although he complained of pain, the bandage was not 
changed for approximately three weeks, at which time the 
splint was removed. It was then discovered that the plaintiff 
had a Volkmann’s contracture, evidenced by inability to 
straighten the wrist and fingers. The injury was permanent 
and practically deprived the plaintiff of the use of his arm 
from the elbow down. Charging the defendant with negligent 
treatment, the plaintiff sued and obtained a judgment for 
$4,000, from which the defendant appealed to the Supreme 
Court of Washington. 

The plaintiff attributed his condition to tight bandaging that 
stopped the flow of arterial blood. The defendant apparently 
contended that the permanent disability was due either to a 
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blood clot that got into the artery feeding the lower arm or 
to an injury to the spiral nerve sustained at the time of the 
fracture. The medical testimony was in substantial agreement 
that if during the three weeks immediately prior to the 
removal of the splint the hand was excessively swollen and 
had a bluish or purplish color, it would indicate that the flow 
of blood had been arrested by pressure on the arm. If, on 
the other hand, “the flow of blood was arrested by a blood clot 
or injury to the nerve,” the hand would be pale or have a 
cadaverous appearance. Lay witnesses who had seen the hand 
and arm during the three weeks testified that the hand and 
fingers were excessively swollen and had a bluish or purplish 
color. This testimony, observed the court, directly supported 
the plaintiff's theory and the medical testimony offered by 
him to the effect that the bandages were too tight and that 
this caused the disability. There was testimony that if the 
hand, during the three weeks, became excessively swollen, or 
if the patient complained of pain, the bandages should have 
been removed to determine the cause. We recognize the rules, 
said the court, that the mere fact that bad results follow treat- 
ment is not of itself evidence of negligence on the part of the 
physician, and that if the treatment actually employed has the 
approval of at least a respectable minority of the medical pro- 
fession there would not be negligence. These rules, however, 
have no application in the present case, because the question is 
what caused the condition of the arm. If the condition was 
caused by too tight bandaging, it necessarily follows that the 
defendant was negligent in failing to give the arm proper care. 
The mere fact that more physicians testified for the defendant 
than for the plaintiff was not considered by the court to be of 
controlling importance. The Supreme Court concluded that 
the judgment of the trial court was warranted by the evidence 
and that judgment was affirmed.—Gruginski v. Lane (Wash.), 
30 P. (2d) 970. 


Workmen’s Compensation Acts: Landry’s Paralysis 
Attributed to a Cold.—On March 8, 1932, a very cold day, 
the employee, during the course of his employment, fell into 
a hole filled with water, wetting one of his legs. On the 
following morning he went to work as usual but complained 
that he did not feel well. He returned home about 3: 30 p. m. 
and went to bed. His family physician was called and pre- 
scribed for a cold. The employee returned to work the next 
day but continued to complain of feeling bad. Complaining 
of neuralgia of his face, he was compelled to quit work, March 
24, and was taken to the Walter Reed Hospital on the evening 
of March 25. An examination disclosed that he was suffering 
from Landry’s paralysis. He died on the morning of March 
26. Under the longshoremen’s and harbor workers’ compensa- 
tion act, made applicable to the District of Columbia by an 
act of Congress, the deputy commissioner awarded compensa- 
tion to the employee’s widow. The supreme court of the 
District of Columbia sustained the award and the insurance 
company appealed to the Court of Appeals. 

The only question with which we are concerned, said the 
Court of Appeals, is whether there is substantial evidence of 
a causal connection between the immersion and the paralysis. 
The attending physician testified that, prior to the accident, the 
employee was in perfect health and that in his opinion there 
was a causal relation between the accident and the paralysis. 
This conclusion, he testified, was reached “by a process of 
elimination.” Asked to explain this statement, the physician 
testified that Landry’s paralysis may be due to various causes, 
infection, exposure to cold, infectious diseases, like typhoid 
fever, scarlet fever and other fevers, and tuberculosis. Every 
potential cause other than exposure to cold, he testified, was 
eliminated in the postmortem report. A physician who per- 
formed an autopsy on the body testified that “this man appar- 
ently got his cold from the submerging and Landry’s paralysis 
from the cold. There is a causal relation between the 
‘flu’ and Landry’s.” There was other medical testimony but 
the court did not deem it necessary to consider it, because 
the testimony already reviewed was sufficient to sustain the 
award. The decree of the supreme court of the District of 
Columbia sustaining the award was afirmed.—Massachusetts 
Bonding & Ins. Co. v. Hoage (District of Columbia), 69 F, 
(2d) 575. 
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Society Proceedings 


COMING MEETINGS 


American Academy of Orthopedic Surgeons, New York, Jan. 14-16. Dr. 
Philip Lewin, 104 South Michigan levard, Chicago, Secretary. 
American Association for the Study of Neoplastic Diseases, Dec. 27-29. 
Dr. Eugene R. Whitmore, 2139 Wyenias Avenue, N.W., Washington, 
D.C., Secretary. 
Puerto Rico, Medical Association of, Santurce, Dec. 14-16. Dr. Julio R. 

Rolenson, Box 3403, Santurce, Secretary. 
Society of American Bacteriologists, Chicago, Dec. 27-29. 


Dr. James M. 
Sherman, Cornell University, Ithaca, N. Y., Secretary. 


AMERICAN ASSOCIATION FOR THE STUDY 
AND CONTROL OF RHEUMATIC 
DISEASES 


Third Conference on Rheumatic Diseases 
First Annual Meeting, held at Cleveland, June 11, 1934 
(Concluded from page 1804) 


The Réle of the Reticulo-Endothelial System in the 
Deposition of Colloidal and Particulate 
Matter in Articular Cavities 


Drs. Joun G. Kunns and H. L. Wetuerrorp, Boston: The 
most important function of the reticulo-endothelial system is 
that of active phagocytosis. When the cells of this system are 
unable to free the body from invading micro-organisms, infec- 
tion takes place; and when toxic substances or bacteria cannot 
be removed with sufficient rapidity, local injury of tissue results. 
This study attempts to ascertain the activities of the reticulo- 
endothelial system in and about joints. A 1 per cent solution 
of trypan blue was repeatedly injected, subcutaneously, into 
animals, chiefly rats. After many injections, some animals died 
without apparent cause. Extensive staining of skin, subcutane- 
ous tissues, liver, spleen, kidneys and bone marrow was found. 
Moderate staining of joints was found after numerous injec- 
tions, but practically none after one or only a few injections. 
Numerous dye-laden histiocytes were seen beneath the synovial 
membrane. The reactions of joint tissue to a mixture of trypan 
blue, sodium carminate and india ink were studied. The his- 
tologic observations suggest that absorption and deposition of 
particulate matter occur in proportion to the size of the indi- 
vidually precipitated particles. There was little evidence of 
intra-articular inflammatory response. Since these experiments 
indicate that material larger than molecular size can be carried 
by the mobile cells of the reticulo-endothelial system from the 
skin and subcutaneous tissue and stored in joints, it would seem 
that bacteria and metabolic products not in solution are han- 
dled similarly. 

The production of a mild inflammation in articular tissues 
by the intra-articular injection of potassium iodide tended to 
increase the deposition of the subcutaneously injected trypan 
blue. In joints experimentally traumatized, there was no defi- 
nite increase in the deposit of trypan blue in the articular tis- 
sues, although there seemed to be a much greater accumulation 
of dye-laden histiocytes in periarticular tissues. By repeated 
intra-articular injections of india ink or liquid petrolatum, 
attempts were made to block the reticulo-endothelial system; 
that is, to fill its cells so completely that further phagocytosis 
was impossible. With others we were unable to produce more 
than a temporary depression of phagocytic activity. The result- 
ing transitory, local blocking is ineffective in preventing the 
deposition of colloidal and particulate matter elsewhere. 

Absorption of material into joints from the gastro-intestinal 
tract can result by way of the cells of the reticulo-endothelial 
system, as demonstrated by intra-articular deposits of dye 
given intragastrically. After noting the unequal distribution 
of these materials, and their feebler phagocytosis and storage 
in joints in comparison to other tissues, one wonders how 
solutions of intricate molecular composition and the host of 
colloidal solutions advocated for arthritis can be very effective 
as bactericidal agents or metabolic stimulants. 


DISCUSSION 


Dr. Rosert B. Oscoop, Boston: Drs. Kuhns and Wetherford 
seem to have proved that materials of greater than molecular 
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size can be carried to the joints from the gastro-intestinal tract 
and from other tissues through the medium of agents belong- 
ing to the reticulo-endothelial system. However, such possible 
etiologic material seems to be stored in the articulations less 
easily than in other tissues, for example the bone marrow. The 
corollary of this suggests the question, which the investigators 
very sanely raise, as to whether various injected substances, 
such as vaccines, are likely to be therapeutically effective in 
arthritis, considering their intricate molecular composition and 
the many colloidal solutions, which would seem to be probably 
much attenuated and perhaps .actually changed in composition 
before they can reach the joint tissues. The paper is so thought 
provoking that it stimulates the hope that its authors will con- 
tinue their research along these lines. 

Dr. JosepH Kovacs, New York: I hardly believe that acute 
inflammations in general stimulate the cells of the reticulo- 
endothelial system to increased activity. Under such conditions 
an increase in deposits of dye might be explained by the fact 
that, in acute inflammation, there is an increased supply, and 
perhaps stasis, of blood which would enable the histiocytes to 
absorb and store more dye from the blood. Although an 
impaired circulation can be found in more than half the cases 
of chronic arthritis, I doubt that an increased storage of dye 
could be found except in the more acute or subacute stages, 
when increased blood supply and stasis are present. 


The Effect of a High Fat Diet on Four 
People with Gout 

Drs. L. MAxwett Lockre and Rocer S. Huspparn, Buffalo: 
Two male patients with pretophaceous gout and two with 
tophaceous gout were fed a diet high in fat while they were 
free from symptoms (at least one week after the end of their 
previous attack). The diets contained from 20 to 50 (generally 
50) Gm. of carbohydrate, from 50 to 60 Gm. of protein and 
from 220 to 300 Gm. of fat; they were low in purine content, 
containing an average of 0.04 Gm. of uric acid daily. Each 
time these patients were given such a high-fat diet a typical 
attack of acute gouty arthritis developed within two to six 
days, generally within forty-eight to seventy-two hours. The 
joint symptoms subsided completely within two to three days 
after the patients were placed on a diet high in carbohydrate, 
such a diet consisting of from 350 to 400 Gm. of carbohydrate, 
from 50 to 60 Gm. of protein and from 50 to 130, although 
generally from 50 to 60, Gm. of fat. The uric acid in the blood 
of such patients on a high-fat diet increased if they were kept 
on the diet long enough. Simultaneously, the excretion of uric 
acid in urine decreased. In the case of a boy, aged 16 years, 
with tophaceous gout the uric acid in the blood rose from 8.6 
to 16 mg. while he was on the high-fat diet, and it remained 
at the latter concentration for several days in spite of the 
institution of a diet high in carbohydrate, until salicylates were 
given, when it reverted to its former level. The presence of 
acetonurine in these cases was not determined, although it may 
be assumed that some degree of ketonuria was present. A 
negative effect of seven days of a high fat diet on the symp- 
toms of several patients with atrophic or hypertrophic arthritis 
was observed. Since a diet high in fat did not aggravate the 
symptoms of patients with atrophic or hypertrophic arthritis 
but did provoke exacerbations among four patients with gout, 
it seems possible that this procedure may be a useful test in 
the differential diagnosis of gout. These observations also sug- 
gest that the logical diet in gout should include a low fat 
content. 

DISCUSSION 

Dr. Puivie S. Hencn, Rochester, Minn.: A few years ago 
I reported a study of 100 cases of gout. An outstanding fact 
was that it took about fifteen hundred years to diagnose them; 
that is, an average of fifteen years elapsed between the first 
attack and the establishment of the correct diagnosis. The 
reason for such delay lies in the erroneous idea that the char- 
acteristic changes used in the past for diagnosis are expected to 
appear reasonably early, and that hyperuricemia, punched-out 
areas and preferably tophi should be present before a diagnosis 
is made. Palpable or roentgenographic tophi are generally late 
phenomena, and even the uric acid in the blood may be normal 
for some time after the onset of gout. Obviously, more help 
is needed in making early diagnoses. Even when the physician 
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is certain of the diagnosis, a patient often refuses prolonged 
dietary restrictions unless he can be convinced that certain 
foods are harmful. Herein lies one of the values of provocative 
tests in gout, although these test diets in use today are gen- 
erally of doubtful value. When the response to a high purine 
test is undoubtedly positive, its significance is appreciated; but, 
unfortunately, responses are often unconvincing, even in known 
gout. Less than half of a series of patients with known gout 
noted significant increases in symptoms, and in some the uric 
acid in the blood was lower just after than before the high 
purine test diet. In about 15 per cent of a series of cases of 
undoubted chronic atrophic arthritis, increases of pain were 
noted on the test diet; however, this probably was coincidental. 
The report of Drs. Lockie and Hubbard proposes a more useful 
provocative test and suggests a definite therapeutic corollary 
as well as a new line of thought concerning the pathogenesis 
of gout. While Harding and his colleagues spoke of the effects 
of a “high fat diet,” both they and Umeda insisted that “a diet 
sufficiently high in fat to produce ketosis” was necessary to 
produce significant increase in the blood uric acid. The diets 
used by Lockie and Hubbard were probably not ketogenic, as 
it is practically impossible to develop ketosis on a carbohydrate 
intake of more than from 15 to 20 Gm. It must be determined 
whether ketosis is a requisite for a provocation. I have given 
a few patients with chronic atrophic (infectious) arthritis diets 
high in fat, with the carbohydrates varying between 15 and 
50 Gm. No flare up of joint symptoms was noted, and no 
unusual rise in uric acid in the blood was noted unless ketosis 
was established. The therapeutic corollary is of greater impor- 
tance. It may be possible for a patient with gout to enjoy 
less restrictions with regard to purine if he is protected by a 
high intake of carbohydrate. These studies indicate anew that 
gout is not a problem just of purines or uric acid but that it is 
more profound. The French have demonstrated that cholesterol 
is precipitated in tophi in addition to urates. This work might 
be interpreted as indicating in gout a disturbance of fat as well 
as of purine metabolism. To date, however, it is thought that 
fats merely lower the ability of the kidneys to excrete urates. 
In the meantime, with the increasing use of ketogenic diets 
for infections of the urinary tract, if acute arthritis suddenly 
develops in a patient being so treated, an investigation for gout 
seems in order. 

Dr. Francis Hatt, Boston: This paper calls attention to 
the fact that gout still exists in the United States. Erroneously 
calling it rheumatic fever, toxic, traumatic or hypertrophic 
arthritis, physicians are misdiagnosing a large number of cases 
of typical and atypical gout because they fail to think of it. 
It suggests a more accurate method of diagnosis. There are 
many cases of arthritis without tophi, with or without the 
typical series of attacks but with borderline concentrations of 
uric acid in the blood, and in these roentgenograms may reveal 
punched-out areas in bones and it may be difficult to make a 
diagnosis. A provocative diet high in purines is of value in 
some cases, but a diet high in fat may prove of greater diag- 
nostic merit. This study emphasizes what has previously been 
known but not generally recalled, and that is that a high fat 
intake retards elimination of urates by the kidneys and that 
the diet in gout should be high in carbohydrates and low not 
only in purines but also in fat. It must also not be forgotten 
what Folin, Berglund and Derick demonstrated, that a diet 
high in purine-free proteins stimulates excretions of urate. 
There are many unsolved problems concerning gout and uric 
acid; for example: Why doesn’t gout attack patients with a 
high concentration of uric acid in the blood, such as in nephritis, 
leukemia, polycythemia, and pneumonia? What part, if any, 
does the liver play, and why is there a diminution in the excre- 
tion of uric acid before an attack? Searching for other leads 
in solving these problems, I have found a low metabolic rate 
among some patients between attacks of gouty arthritis. They 
have also exhibited stigmas, a history, and a response to 
medication with thyroid extract suggestive of thyroid deficiency. 
If this is not coincidental it may indicate that a slow flow of 
blood may be a conditioning factor. Burian demonstrated that 
exercise increased the excretion of uric acid from three to five 
times. Trauma will precipitate gout, and I have seen several 
patients whose pronated feet led to trauma of the knees and 
toes. Correction of such defects may be important. 
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Calcium and Cholesterol Metabolism in Arthritis 

Dr. Epwarp F. Hartunc, New York: Previous studies on 
the calcium balance and concentration of calcium in the blood 
serum of patients with arthritis have been few and are incon- 
clusive. By Clark’s modification of the Kramer and Tisdall 
method I have determined the serum calcium in fifty cases of 
atrophic (rheumatoid) and in fifty cases of hypertrophic (osteo) 
arthritis, comparing the values with those of 852 control cases 
previously studied at the Mayo Clinic by Greene and Hench in 
addition to 128 controls of my own. There is a slight but 
significant decrease of serum calcium in hypertrophic arthritis. 
This decrease cannot be explained by the fact that this disorder 
occurs in an old-age group. The serum calcium in rheumatoid 
arthritis does not disclose a significant variation from normal. 

It has been observed that there is a significant decrease in the 
blood plasma cholesterol with some infections. By the method 
of Sackett I have found an increase of plasma cholesterol in 
cases of hypertrophic arthritis. This increase cannot be 
explained by the fact that patients with this disorder tend to 
be obese. The plasma cholesterol in atrophic arthritis tends 
to be lower than the average normal. The arithmetical mean 
for cholesterol in fifty-nine cases of hypertrophic arthritis was 
235 mg. per hundred cubic centimeters of blood; in thirty-three 
cases of atrophic arthritis it was 175 mg., compared with the 
mean value of 195 mg. for a control group of thirty-three 
normal persons. These observations suggest that hypertrophic 
arthritis is a degenerative disease and that atrophic arthritis 
may be infectious. 


The Roentgenologic Changes in Various Types 
of Chronic Arthritis 

Drs. G. D. Tayior, A. B. Fercuson and Kasapacu, 
New York: We have studied in detail the roentgenograms in 
fifty-two cases of rheumatoid (atrophic) arthritis, thirty-two 
cases of osteo-arthritis, twelve cases of gout, eleven cases of 
gonococcic arthritis, thirty-two cases of tuberculous arthritis, 
twelve cases of Marie-Striimpell spondylitis, and twelve cases 
of Still's disease. The six chief alterations studied were general 
and local decalcification, production of bone by lipping or 
osteophyte formation, localized loss of bone substance, alterations 
in joint space, fibrous or bony ankylosis, and changes in soft 
tissues, such as atrophy, swelling or effusion. 

In all types of chronic arthritis there may occur some degree 
of local decalcification, bone production, narrowing of joint 
spaces (destruction of cartilage) or anykylosis (in osteo-arth- 
ritis this occurs in the spinal column and sacro-iliac joints 
only). General decalcification is frequent in cases of osteo- 
arthritis (in 75 per cent of cases) but it is of slight degree and 
is normal for that age period, whereas in rheumatoid arthritis 
(in 95 per cent of cases) it is marked and extensive and is not 
accounted for by changes due to age. Atrophic loss of sub- 
stance is as common in rheumatoid arthritis (85 per cent) 
as it is in gout (83 per cent). The soft tissue shadows are 
of utmost importance in roentgenologic diagnosis of arthritis 
and are frequently neglected. The hands and feet are the sites 
of choice to show detail in generalized roentgenologic changes, 
especially in rheumatoid arthritis. Anteroposterior and lateral 
views of corresponding joints of the extremities are necessary 
for determining the degree of decalcification and changes in soft 
tissue. The roentgenograms may show little or no change in 
the early months of rheumatoid, osteo-arthritis or Marie-Striim- 
pell arthritis, gout or Still’s disease, but they are important at 
this stage in the differential diagnosis of gonococcic and tuber- 
culous arthritis. It is essential, for a rational interpretation of 
roentgen shadows, that the roentgenologist know at least the 
duration and the severity of the joint symptoms. No single 
feature is diagnostic, but each group of these clinically typical 
cases has a basic pattern or grouping of roentgenologic changes. 

Osteo-arthritis and rheumatoid arthritis appear by the roent- 
genogram to be distinct entities. Both osteo-arthritis and rheu- 
matoid arthritis may occur in the same case and in the same 
joint, and in such cases the characteristic changes of each type 
can usually be demonstrated in the same roentgenograms. The 
cases of rheumatoid arthritis form one distinct group with 
constant roentgenologic changes that do not suggest a further 
subdivision of this group. 
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American Journal of Cancer, New York 
22: 249-496 (Oct.) 1934 

*Cancer of Stomach. H. K. Gray and D. C. Balfour, with appendix by 
R. R. Kirklin, Rochester, Minn.—p, 249. 

*Arsenical Keratoses and Carcinomas. C. C. Franseen and G. W. Taylor, 
Bosten.—p. 287. 

Liver in Relation to Normal and Malignant Growth: 
Haddow, Edinburgh, Scotland.—p. 308. 

Neoplastic Disease of Kidney of Frog, Rana Pipiens: II. 
Metastasis. B. Lucké, Philadelphia.—p. 326. 

Comparison of Apparent End Results in Cases of Carcinoma of Mouth in 
Relation to Length of Follow Up. C. C. Lund, Boston.—p. 335. 

Studies in Bone Sarcoma: II. Is New Bone Formation in Osteogenic 
Sarcoma Result of Local Supersaturation of Tissue Fluids with 
Calcium? A. Brunschwig and P. H. Harmon, Chicago.—p. 342. 

Simple Adenomatous Polyp of Rectum. W. M. Shedden, Boston.— 
p. 347 


Review. A. 


Occurrence 


Action of Radium on Tissue Cultures. F. B. Flinn, J. Victor, N. Still- 
man and D. MacDonald, New York.—p. 351. 

Intensities from Various Radium Packs. M. C. Reinhard and H. L. 
Goltz, Buffalo.—p. 359. 

Roffo’s Test in Cancer: Statistical Results of Eleven Thousand Cases. 
A. Gandolfo, Buenos Aires, Argentina.—p. 

Tumors of Muscle. C, F. Geschickter, Baltimore. née, 378. 


Cancer of Stomach.—Gray and Balfour point out that, in 
its various forms, cancer of the stomach may be considered 
either one of the most hopeless or one of the most curable types 
of cancer. The increase in the incidence of malignant processes 
of the stomach is undoubtedly partially the result of those 
achievements in preventive medicine which have increased the 
span of life. Because of progress in diagnosis, cancer of the 
stomach is being recognized in its earlier stages, and on this 
depends the possibility of cure. Experience has now shown that 
a malignant process of the stomach may be curable if diagnosed 
early enough in its growth. Permanent cures are rare in 
relation to the number of cases encountered. If, however, the 
fact that early removal is the only known method of cure were 
emphasized more, a larger number of persons would undoubtedly 
submit promptly tou examination and operation, with consequent 
increase in the number of satisfactory results. In cancer of 
the stomach, death will inevitably occur within a period of 
months if the disease is not interrupted in its course. The 
authors feel that exploration is warranted in any case of cancer 
of the stomach, unless it is clearly incurable because of distant 
metastasis or unless the lesion itself is definitely inoperable, as 
evidenced by roentgenologic examination. 

Arsenical Keratoses and Carcinomas. — Franseen and 
Taylor report nine cases of carcinoma due definitely to arsenic 
and five cases of carcinoma probably of arsenical origin. One 
case in which only keratoses were caused by arsenic is 
described. Four additional cases, illustrative of lesions pro- 
duced possibly by arsenic, are discussed. They state that arsenic 
may become deposited in the skin and manifest its carcinogenic 
property as late as forty years after the ingestion of, or occu- 
pational exposure to, arsenic. The carcinogenic property of 
inorganic arsenic is not universally appreciated and, as a result, 
cases of carcinoma of the skin may be produced inadvertently. 
Inorganic trivalent arsenic, usually in the form of solution of 
potassium arsenite, appears to be the chief offending agent. 
Chronic arsenical lesions following the administration of organic 
arsenic compounds are exceedingly rare. That arsenical car- 
cinomas are not invariably of the squamous cell type is evi- 
denced by the fact that more than one third of the carcinomas 
in the series were of the basal cell type. Although the grade 
of the malignant process in the squamous cell lesions is usually 
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low, metastasis to the groin and the axilla is not an infrequent 
event, as the authors attested in their series by this occurrence 
in nine lesions, two thirds of which were graded I, histologically. 
With all lesions of any considerable size, therefore, the regional 
lymph nodes should be removed, in spite of a low histologic 
grading. Patients presenting early arsenical lesions may be 
spared extensive operations or untimely death by prophylactic 
destruction of precancerous arsenical keratoses; or, by careful 
and frequent observation, these keratoses may be destroyed at 
the moment malignant changes threaten. 


American Journal of Pathology, Boston 
10: 569-712 (Sept.) 1934 

Formation of Intercellular Substance by Administration of Ascorbic 
Acid (Vitamin C) in Experimental Scorbutus. V. Menkin, S. B. 
Wolbach and Miriam F. Menkin, Boston.—p. 569. 

“Inclusions in Renal Epithelial Cells Following Use of Certain Bismuth 
Preparations. A. M. Pappenheimer and Eugenia H. Maechling, New 
York.—p. 577. 

Glycogen-Storage Disease: Thesaurismosis Glycogenica (von Gierke). 
Eleanor M. Humphreys and K. Kato, Chicago.—p. 589. 

Alterations in Mineral Constituents of Anterior Horn Cells in Experi- 
mental Poliomyelitis. W. E. Patton, St. Louis.—p. 615. 

Intranuclear Inclusions in Salivary Glands of Moles. Eleanor J. Rector 
and L. E. Rector, St. Louis.—p. 629. 

Encephalomyelitis, Probably Due to Lead Poisoning: 
A. B. Baker, Minneapolis. —p. 637. 

*Unidentified Parasite in Heart Muscle. 
—p. 647. 

Tuberculosis of the Major Bronchi. H. S. 
Cleveland.—p. 651. 


Report of Case. 
W. C. Von Glahn, New York. 
Reichle and T. T. Frost, 


Inclusions in Renal Epithelial Cells Following Use of 
Bismuth Preparations.—Pappenheimer and Maechling found 
refractile globules within nuclei and cytoplasm of renal epithelial 
cells in two cases following intramuscular injection, in one 
instance of bismocymol (a bismuth derivative of camphocarbonic 
acid) and in the other of potassium bismuth tartrate with butyn. 
Similar globules were found in the renal epithelial cells of rats 
after the injection of appropriate doses of bismocymol. The 
chemical nature of these globules was not determined; they 
gave equivocal reactions for bismuth, were insoluble in lipoid 
solvents and in strong alkalis and acids, resisted tryptic diges- 
tion and did not react for iron or calcium, but stained as myelin 
by the Spielmeyer method. 

Unidentified Parasite in Heart Muscle.—During the 
routine study of the muscle of the heart from a case of aortic 
stenosis and insufficiency, Von Glahn discovered, at necropsy, 
peculiar solid bodies within the sarcoplasm of the hypertrophied 
heart muscle. The end of the body adjacent to the nucleus 
was rounded bluntly; the other end was pointed. Near the 
bluntly rounded end was an oval vesicular nucleus containing 
one or more chromatin particles, and close to this nucleus, in 
some instances, a solid round structure. One or more oval 
vacuoles were present, often near the pointed end. The bodies 
averaged 52.5 microns in length and 5.5 microns in width. 
They were usually straight, except for slight undulation. One 
body was found that was turned abruptly at right angles close 
to the muscle nucleus; another was sharply bent on itself. 
Another of these bodies was divided longitudinally through 
part of its length. Two larger bodies were discovered that 
had been cut across in sectioning the block of muscle. In 
many of the muscle fibers, fragments were found; and it was 
obvious that they were parts of more than one of these bodies. 
The only internal structure that could be distinguished, aside 
from vacuoles and nucleus with its nucleolus and chromatin 
material, were fine granules in the bluntly rounded portion. 
In the phosphotungstic acid hematoxylin preparations, the 
peripheries of the bodies were refractive. These bodies were 
not encapsulated; they seemed somewhat rigid in the fixed 
preparation. They appeared to be surrounded by clear fluid. 
They were situated adjacent to the muscle nucleus, with the 
long axis parallel to the direction of the myofibrils. The 
nucleus of the muscle was indented or invaginated by the bodies. 
The myofibrils were pushed to either side by the bodies but 
were otherwise unchanged. The heart muscle containing these 
bodies was not enlarged. There was no inflammatory reaction 
about the muscle containing the bodies. The bodies were 
numerous in the posterior part of the left ventricle and less 
in the muscle from the apex of this ventricle. The author has 
shown preparations of the bodies to many pathologists and 
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protozoologists. The consensus was that these bodies were of 
parasitic nature, but none could identify them. It is not believed 
that the bodies had any part in the production of the hypertrophy 
of the heart. 


American Journal of Psychiatry, New York 
O1: 241-484 (Sept.) 1934 
Comments on Psychiatry. W. C. Rappleye, New York.—p. 241. 
Etiology of So-Called Schizophrenic Psychoses, with Especial Reference 
to Their Occurrence in Twins. A: J. Rosanoff, Leva M. Handy, Isabel 
Rosanoff Plesset and S. Brush, Los Angeles.—p. 247. 
Use of Music in Case of Psychoneurosis. W. van de Wall and E. D. 
Bond, Philadelphia.—p. 287. 
Marihuana Intoxication: Clinical Study of Cannabis Sativa Intoxication. 
W. Bromberg, New York.—p. 303. 
Family Care of Mental Patients. H. M. Pollock, New York.—p. 331. 
Family Care of the Insane. C. E. Thompson, East Gardner, Mass.— 
p. 337 


American Journal of Syphilis and Neurology, St. Louis 
18: 433-590 (Oct.) 1934 
*Reinfection in Syphilis and Chancre Redux: Report of Cases. J. V. 

Klauder, Philadelphia, and T. Butterworth, Reading, Pa.—p. 433. 
Simple Method of Detecting Syphilis in Routine Dental Practice C. R. 

Rein and M. H. Feldman, New York.—p. 440. 

Pernicious Anemia Following Resection for Guile Syphilis. H. A. 

Singer and F. Steigmann, Chicago.—p. 444. 

Results of Treatment in Late Mucocutaneous and Osseous (Benign Late) 
Syphilis. H. Wasserman and M. J. Goodman, Baltimore.—p. 458. 
Bismuth in Treatment of Syphilis. Helen Harrington, New York.— 
PT Paretic Neurosyphilis Studies: I. Incidence, Sex and Age 

at Onset. W. C. Menninger, Topeka, Kan.—p. 486. 

*Forced Spinal Drainage in Treatment of Case of Gastric Crisis. R. M. 

Fellows, Topeka, Kan.-——p. 505. 

Diagnosis and Treatment File for Neurosyphilis Clinics. S. H. Epstein, 

Boston.—p. 516. 

Reinfection in Syphilis and Chancre Redux.—Klauder 
and Butterworth present the diagnostic features of recurrent 
indurations of the penis and a clinically indisputable case of 
reinfection with syphilis. They also report a case of chancre 
redux associated with active neurosyphilis. Two rabbits inocu- 
lated with tissue from the chancre redux failed to present 
evidence of syphilis. As far as they know, this is the first 
reported instance of rabbit inoculation with tissue from a 
chancre redux. The negative results in two rabbits are incon- 
sistent with the conception of reactivation of spirochetes at the 
site of the chancre. Allergy or the hypersensitive state of 
syphilized tissue may play a part in the development of a 
chancre redux. It is possible that trauma, a nonspecific irritant, 
acts as a stimulant to this tissue, causing it to react in a 
characteristic manner in the absence of the specific irritant, 
Spirochaeta pallida. The authors interpret the negative rabbit 
inoculation in their case as favoring the latter theory. 

Forced Spinal Drainage in Gastric Crisis.—Fellows 
discusses a case of dementia paralytica with tabes with gastric 
crisis treated by forced spinal drainage. It is a therapeutic 
axiom to treat a case of dementia paralytica with tabes at the 
start as if the case were one of dementia paralytica, the tabetic 
element being neglected temporarily since, unless treated properly, 
the patient will die of dementia paralytica before he is incapaci- 
tated by the tabes. In the author’s case, however, because of 
the distressing and damaging gastric condition, it was impera- 
tive that the treatment be pointed toward relief of a symptom 
that is associated with the tabetic part of the picture. The 
treatment was outlined as nearly as possible to conform with 
accepted modern methods of treatment for dementia paralytica 
with tabes complicated with gastric crisis; that is, intensified 
routine treatmient with large doses of arsenicals, shorter courses 
of bismuth compounds and iodides, later tryparsamide, and, in 
case of failure, fever therapy. These measures failed to relieve 
the gastric crisis, and spinal drainage was instituted with bene- 
ficial results, after which malarial therapy was used. Com- 
plete alleviation of the gastric crisis with no recurrence to date 
followed the use of forced spinal drainage. The patient at 
present is working efficiently at his job, his whole attitude is 
changed, he is happy, cheerful and cooperative, his memory 
is excellent and there is no impairment of calculation. His 
weight, which was 171 pounds (77.7 Kg.) when he was first 
examined at the clinic, fell subsequently to 156 pounds (71 Kg.), 
but is at present 175 pounds (79.5 Kg.). 
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Annals of Surgery, Philadelphia 
100: 561-882 (Oct.) 1934 

Division of Surgery into Specialties. D. F. Jones, Boston.—p. 561. 

Total Ablation of Thyroid for Angina Pectoris and Congestive Heart 
Failure: Results of Eighteen Months’ Experience. CC. G. Mixter, 
H. L. Blumgart and D. D. Berlin, Boston.—p. 570. 

Total Thyroidectomy for Angina Pectoris. E. C. Cutler and M. T. 
Schnitker, Boston.—p. 578. 

Opertaive Treatment of Hyperparathyroidism. E. D. Churchill, Boston. 
—p. 606. 

*Transplantation of Living Grafts of Thyroid and Parathyroid Glands. 
H. B. Stone, J. C. Owings and G. O. Gey, Baltimore.—p. 613. 

Diabetes and Hyperthyroidism. E. P. Joslin and F. H. Lahey, Boston. 
—p. 629. 

Principles of and Results After Amputation for Diabetic Gangrene. 
L. S. McKittrick and T. C. Pratt, Boston.—p. 638. 

“Relation of Hypophysis, Hypothalamus and Autonomic Nervous System 
to Carbohydrate Metabolism. L. Davis, Chicago.—p. 6 

Indications and Contraindications for Denervation of Adrenal Glands. 
G. Crile, Cleveland.—p. 667. 

Suprarenal Cortical Syndrome with Presentation of Ten Cases. W. 
Walters, R. M. Wilder and E. J. Kepler, Rochester, Minn.—p. 670. 

Transplantation of Adrenal Cortex for Addison’s Disease. E. Beer and 
B. S. Oppenheimer, New York.—p. 689. 

Consideration of Possible Toxic and Nervous Factors in Production of 
Traumatic Shock. W. B. Cannon, Boston.—p. 704. 

Primary Shock. D. B. Phemister and Huberta Livingstone, Chicago.—- 

71 


p. 714. 

Shock with Particular Reference to That Due to Hemorrhage and 
Trauma to Muscles. B. Brooks and A. Blalock, Nashville, Tenn.— 
p. 728. 

Effect of Adrenal Cortical Extract in Controlling Shock Following Injec- 
tion of Aqueous Extracts of Closed Intestinal Loops. G. J. Heuer and 
W. D. Andrus, New York.—p. 734. 

Conservative Treatment of Arteriosclerotic Peripheral Vascular Diseases: 
Passive Vascular Exercises (Pavaex Therapy). L. G. Herrmann and 
M. R. Reid, Cincinnati.—p, 750. 

*Simultaneous Vein Ligation: Experimental and Clinical Study of Thera- 
peutic Venous Occlusion. B. Brooks and G. S. Johnson, Nashville, 
Tenn.—p. 761. 

Bilateral Trigeminal Neuralgia. C. H. Frazier, Philadelphia.—p. 770. 

Gynecomastia, Virginal Hypertrophy and Fibro-Adenomas of Breast. 
D. Lewis and C. F. Geschickter, Baltimore.—p. 779. 

Technic of Total Unilateral Pneumonectomy. E. Archibald, Montreal. 


oRicgheution’s and Clinical Implications of Its Experimental Reproduction 
in Anima!s. J. Homans, C. K. Drinker and Madeleine Field, Boston. 
oP in Fractures of Neck of Femur. W. Darrach and Barbara 

B. Stimson, New York.—p. 833. 

General Question of Emergency Treatment of Fractures. F. W. 

Bancroft, New York.—p. 843. 

Therapeutic Portent of Biology of Cancer. J. L. Yates, Milwaukee. 

—p. 852. 

Transplantation of Living Grafts of Thyroid and 
Parathyroid.-——Stone and his associates have made preliminary 
reports of their efforts to transplant living thyroid and para- 
thyroid tissue from one animal to another. They now report 
further progress, describe their technic, record the beginning 
of a number of human experiments and prove that, at least 
in dogs, it is possible to have homografts of thyroid tissue live 
for long periods. They have employed their method of graft- 
ing in ten human cases, five thyroid and five parathyroid. Only 
two of these cases have been done long enough to form a basis 
for any conclusion as to the success of the graft. Four of the 
five thyroid cases were not exactly of the sort that they would 
recommend for testing the method. Three of these cases were 
infantile or juvenile patients diagnosed as cretins and in such 
patients there is always the possibility of pluriglandular dis- 
orders that may blur the picture and confuse inferences. The 
fourth was an adult with spontaneous myxedema complicated 
by angina pectoris, introducing a disturbing element again in 
the clinical estimation of the results. Only the fifth case is 
one of surgical removal of thyroid tissue with resultant hypo- 
thyroidism, suitable for an uncomplicated test of the procedure 
of grafting. In three of the five parathyroid cases, less than 
two months has elapsed since grafting. In the other two cases, 
now fifteen months and ten months respectively have elapsed 
since the first grafts, and the authors believe these to be success- 
ful. Their clinical recovery from all symptoms and the return 
of their blood chemistry to normal are evidence of such a 
result. The long period of stationary or progressive tetany, 
in spite of other forms of treatment before the grafting and the 
change in the picture afterward, convinces them that the grafts 
played a part in the recovery. It may be that they did not 
survive themselves but set in motion processes that led to the 
development of the patient’s own surviving parathyroid tissue, 
if any was present. 
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Relation of Hypophysis, Hypothalamus and Autonomic 
Nervous System to Carbohydrate Metabolism. — Davis 
says that hyperglycemia and glycosuria are not produced by 
pancreatectomy in cats that have a lesion of the hypophysis. 
Bilateral hypothalamic lesions, symmetrically placed, may be 
followed by pancreatectomy without the development of hyper- 
glycemia and glycosuria. Such lesions must be situated in the 
tuber cinereum slightly rostrodorsolateral to the mamillary 
bodies at the level of the ventromedial hypothalamic nucleus. 
Stimulation of the superior cervical sympathetic ganglion and 
the stellate ganglion in cats produces a marked hyperglycemia 
and glycosuria. These results are not obtained following section 
of the splanchnic nerves or bilateral symmetrical lesions of the 
hypothalamus. There are many clinical examples of the rela- 
tionship between the various lobes of the hypophysis and a 
neural mechanism in the hypothalamus. Besides the question 
of carbohydrate metabolism there is the occurrence of diabetes 
insipidus, adiposity, thermal regulation, pathologic sleep and 
states of hypoglycemia. To the influence on carbohydrate 
metabolism of this rather well defined neurohypophyseal 
mechanism is added the relationship of the autonomic nervous 
system and the thoracic and abdominal viscera. The author 
has no evidence as yet that would lead to any information 
regarding the source of the carbohydrates mobilized in his 
experiments. The work of Griffith led him to believe that 
hyperglycemia may develop from stimulation experiments with- 
out involving the pancreas, thyroid, parathyroid or hypophysis, 
provided the suprarenals are intact. As a corollary, Houssay, 
Biasotti and Rietti have reported that the diabetogenic action 
of anterior lobe extract may be observed in the absence of the 
pancreas, hypophysis, thyroid, ovaries, testicles, splanchnic 
nerves, lumbar sympathetic chains, suprarenals or a lesion of 
the tuber cinereum. They concluded, however, that the liver 
alone was necessary. Certain it is that there is evidence enough 
to throw some doubt on the idea that the islets of the pancreas 
have an independent secretory control over carbohydrate metabo- 
lism. It is well established that typical lesions exclusively 
characteristic of diabetes have not been found in the pancreas. 
In fact, Allen has observed changes in the pancreas described 
as characteristic of diabetes in almost 50 per cent of cases in 
which there was no diabetes. It would indeed be strange if 
nature had concentrated the control of such a vital function in 
one organ. It is more logical to believe that sugar disposal is 
more carefully safeguarded by perhaps multiple mechanisms. 

Simultaneous Vein Ligation.—From their experimental 
studies Brooks and Johnson are convinced that ligation of veins 
does under certain conditions influence favorably the incidence 
of gangrene after arterial obstruction. In clinical experience 
it has been found that the most convincing evidence for assign- 
ing any value to therapeutic ligation of a vein has been found 
in the instances in which the conditions corresponded best with 
those present in the experimental laboratory. Furthermore, 
these instances occur infrequently. From both experimental 
study and clinical experience the authors believe that ligation 
of the vein is a measure from which beneficial results can be 
expected only if there is a more or less abrupt and localized 
arterial occlusion which reduces the blood flow in an extremity 
to a dangerous level for a period of time only slightly in excess 
of that in which the anemia would be tolerated, and if there 
is reason to believe that, if the gangrene can be averted for 
this period, subsequent development of collateral circulation 
will take the extremity out of the danger zone. In their clini- 
cal experience they performed deliberate ligation of a healthy 
vein seventeen times. In two instances in which there was 
localized arterial obstruction with active progress of gangrene, 
it seemed that the immediate and marked improvement could 
hardly be attributed to anything other than the venous occlusion, 
In fourteen instances of arterial obstruction due to arterio- 
sclerosis, the results obtained were such as to suggest a possible 
beneficial effect in some instances, but they believe that one can 
expect a favorable result in only a relatively small proportion 
of carefully selected patients. They know of no evidence which 
would indicate that any beneficial results could be expected 
from therapeutic vein ligation in thrombo-angiitis obliterans. 

Experimental Elephantiasis in Animals.—Homans and 
his associates state that experimental elephantiasis in the canine 
is identical for all practical purposes with the commonest 


CURRENT MEDICAL LITERATURE 


1887 


varieties in human beings: filarial, surgical, sporadic and 
familial. It is called forth in a typical form by lymph stasis 
alone and, without other influences, progresses to an advanced 
state of fibrosis and deformity. In the experimental and human 
diseases, the same high protein concentration occurs in the 
tissue fluid. As this concentration rises toward that of blood 
serum, fibrosis also increases and aggravates lymph stasis, so 
that a vicious circle of protein concentration and fibrosis is 
set up. Once elephantiasis is established there may set in the 
same recurrent attacks of fever and local inflammation, usually 
spoken of as lymphangitis. Hemolytic streptococci can be 
cultivated from the tissue fluids in the early hours of each 
attack only in the dog. The same bacteria call forth a typical 
attack in another animal when injected, in appropriate quan- 
tity, into a lymph-obstructed leg. It must be supposed that 
bacteria of a similar nature may be recovered from the tissues 
in human elephantiasis. The lymphatics draining the affected 
part, being disabled or destroyed, the tissue fluids circulate 
under the influence of gravity. In the dog, once the disease 
is well advanced, they gravitate through wide spaces lined 
with endothelium, which may lie close to or actually in the 
skin and on reaching normal tissues are carried off promptly. 
In the human being there is evidence that the same thing 
occurs. It should be the prime object of treatment, after study, 
with the aid of dyes, of the routes most available for the tissue 
fluids, to preserve at operation the greatest possible amount 
of tissue carrying such routes and to remove the greatest pos- 
sible amount of lymph-choked fibrosed subcutaneous tissue and 
aponeurosis incapable of carrying the fluid. It is unlikely that 
the muscles play more than an indirect part in favoring the 
circulation of tissue fluid. Nevertheless, if the fluid could be 
introduced among them, this would be an advantage. There 
is evidence that lymphatic obstruction within the abdomen may 
often be a cause for elephantiasis nostra. Elephantiasis con- 
sequent on repeated attacks of infection from such sources as 
epidermophytosis or ulcers is probably distinguishable clinically 
from elephantiasis due primarily to lymph stasis. In the 
former, the enlargement cannot develop without the infectious 
attacks. In the latter, the infectious attacks are often grafted 
on lymph stasis and aggravate the disease. 


Archives of Otolaryngology, Chicago 


20: 447-614 (Oct.) 1934 


Bacteriology of Acute Infections of Middle Ear and Mastoid. J. R. 
Page, New York.—p. 447 
H. C. 


Bacteremia and Acute Infections of Upper Respiratory Tract. 

Ballenger, Chicago.—p. 452. 

Vicarious Vocal Mechanisms: Anatomy, Physiology and Development 
of Speech in Laryngectomized Persons. L. A. Kallen, New York.— 

p. 460. 

*Method of Specific Treatment in Certain Streptococcic Infections, 
aum, Denver.—p. 
Treatment of Traumatic Baleries to Nose, with Especial panera to 

Automobile Accidents. W. W. Carter, New York.—p. 513 
Principles Underlying Ciliary Activity in Respiratory Tract: II. 

Comparison of Nasal Clearance in Man, Monkey = Other Mammals. 

. M. Lueas and L. C. Douglas, St. Louis.—p. 518 
Chréale Antrum Infection: Treatment by Intranasal Aatrems Operation 
and Packing: Clinical and Experimental Results. H. M. Goodyear, 

Cincinnati.—p. 542. 

Organic Foreign Bodies in Bronchi: Reaction of Lung Tissue in Rab- 

bits. H. J. Hara, Los Angeles.—p. 549. 

Specific Treatment in Streptococcic Infections.—The 
preliminary studies of Baum suggest that blood serums from 
patients convalescing from various streptococcic infections fre- 
quently contain immune substances antagonistic to similar but 
not necessarily identical organisms. Specificity seems to be 
indicated by positive agglutination tests. Moderate doses of 
such serums, properly checked for specificity, or blood trans- 
fusions from their donors, have proved highly effective in the 
treatment of many varieties of streptococcic infection. The 
method is essentially clinical, and the author has made no 
effort to identify the various strains of streptococci by com- 
plicated laboratory methods. Startling improvement is invaria- 
bly noted in the second twenty-four hours if the serum is to 
be of any value to the recipient. In acute cases some improve- 
ment may even begin to show itself before that time, but seldom 
in less than twelve hours. There is a fall in temperature, with 
subsidence of swelling and soreness in the soft tissues, and 
diminution in discharge, if any is present. If positive and 
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definite improvement is not noted, it is useless to continue the 
administration of the serum. The author has thus far used 
the method with success in streptococcic tonsillitis, tonsillo- 
adenitis, pharyngitis, laryngitis, cellulitis, otitis media, mas- 
toiditis, sinusitis and cardio-arthritic “disease. 


Archives of Pathology, Chicago . 
18: 459-604 (Oct.) 1934 

Pathology of Central Nervous System in Canine Black Tongue. Mar- 
garet Crane-Lillie and C. P. Rhoads, New York.—p. 459. 

Studies in Atherosclerosis: Chemical, Experimental and Morphologic: 
I and II. Rodles of Cholesterol Metabolism, Blood Pressure and Struc- 
ture of Aorta; Fat Angle of Aorta (F. A. A.) and _ Infiltration- 
Expression Theory of Lipoid Deposit. S. R. Rosenthal, Chicago.— 

«Specific Chemotherapy for Cancer. H. E. Eggers, Omaha.—p. 507. 

*Roéle of Histamine in Inflammation. J. R. E. Morgan, Teccene. faa 516. 
Specific Chemotherapy for Cancer.—Eggers studied the 

effects of various agents on transplantable rat tumors. The 
two tumors used for the experiments were of rather high 
virulence. Of the two, strain R39 was decidedly of greater 
malignancy than strain FRC; it withstood implantation with 
almost complete success and was of rapid growth, killing its 
host generally within about seven weeks. Strain FRC also 
withstood implantation well, but not with the same uniform 
success. It was of slower growth and took considerably longer 
to cause death. Several lead salts were found to cause com- 
plete disappearance of all the FRC tumors treated; with strain 
R39 the best achievement was the disappearance of 50 per cent 
of the small number of tumors studied. Results obtained with 
lead salts gave no clue as to the effectiveness of the arsonium 
compounds. Of the several arsonium salts studied, success was 
obtained only with tetramethylarsonium gluconate. It was 
possible to cause the disappearance of relatively nonmalignant 
tumors in the rats studied with some, but not absolute, regu- 
larity. With more malignant tumors this effect was occa- 
sionally manifest if the tumors were treated while still small. 
Greater uniformity of success was obtained with these tumors, 
if small, when the arsonium salt was administered along with 
insulin. This procedure was uniformly more successful with 
the R39 tumor than with the FRC strain, confirming the 
theory on which the coadministration of insulin was based. 
If the affinity of a cancer cell for carbohydrate is a function 
of its malignancy, or vice versa, with less malignant tumors 
less ability of the cancerous tissue to avail itself of systemic 
reserve carbohydrate and so less chance of a shielding effect 
by this might be expected. With strain R39, particularly, the 
only tumors treated with any uniformity of success were those 
which had been implanted a short time (three days) previously. 
The toxicity of tetramethylarsonium gluconate for rats is low. 
While occasionally animals died in a comparatively short time 
after receiving a 5 mg. dose, these deaths occurred so seldom 
that they must be regarded as due to intercurrent disease. 
The intoxication observed after this dose was acute and appar- 
ently associated entirely with disintegration of the tumor. 
When the gluconate was given in doses of 5 mg. on successive 
days, several animals received from 40 to 45 mg. without evi- 
dence of intoxication. Only one animal was observed with 
changes of tissue indicative of death from intoxication which 
had received 20 mg. of the arsonium gluconate along with 0.08 
unit of insulin. In general, the course of the treated tumors 
was preceded by a period of definite softening, with gradual 
absorption of the softened mass. At times there was direct 
shrinkage with increased induration; recurrences were more 
likely to occur after this than after softening. Indirect evi- 
dence to the effect that treatment was responsible for the dis- 
appearance is furnished by the peculiar course of the latter 
—the rather prompt softening, followed by gradual absorption. 
Also the relatively high rates of disappearance in the suitably 
treated rats were altogether disproportionate to those in ani- 
mals treated otherwise. As to tumors in man, it would appear 
necessary to select cases of early and superficially accessible 
recurrent malignant growth; late and otherwise hopeless cases 
would be useless, in view of the quantitative relation shown 
so clearly with rat tumors. For the same reason, should the 
agent show any effectiveness with tumors in man, its use would 
appear to be as an adjunct to surgical removal of the great 
mass of the tumor tissue. 
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Histamine in Inflammation.—Morgan shows that hista- 
mine, when acting on the minute vessels of the skin of dog 
and man, causes capillary dilatation and engorgement with a 
slowing of the blood stream and an exudation of fluid. Injury 
and destruction of tissue, irrespective of the etiologic factor, 
will allow the liberation of small quantities of the amine, result- 
ing in this reaction. The part played by histamine in the 
process of inflammation is confined to its effect on the small 
vessels. Histamine does not call forth the cellular elements 
in the inflammatory exudate. 


Arkansas Medical Society Journal, Fort Smith 
31: 71-86 (Oct.) 1934 


Bao An Everyday Problem. W. T. Wootton, Hot Springs National 
ark.—-p. 71. 


Childhood. Tuberculosis. A. A. Blair, Fort Smith.—p. 74. 


Journal of Lab. and Clinical Medicine, St. Louis 
20: 1-112 (Oct.) 1934 
Variations in Reaction of Different Parts of Central Nervous System 


as Influenced 2 Depressant and Stimulating Drugs. D. E. Jackson, 
Cincinnati.—p. 


Mechanism of piced Changes During Treatment of Secondary and 


Pernicious Anemia. C. A. Elvehjem and M. O. Schultze, Madison, 
Wis.—p. 13. 


Effect of Ultraviolet — on Some Sympathomimetic Substances. P. L. 
Ewing, Chicago.—p. 

*Role of Amidopyrine in " Etiology of Granulocytopenia, with Especial 
Reference to Its Chemical Structure. L. F. Herz, New York.—p. 33. 

Bactericidal and Fungicidal Action of Homologous Halogen Phenol 
Derivatives and Its “‘Quasi-Specific’’ Character: If. Derivatives of 
Orthochlorephenol: Notes on Chlorine-Free Alkyl Phenol Derivatives. 
E. Klarmann, V. A. Shternov and L. W. Gates, Bloomfield, N. J 


—p. 40. 
Study of Coccidioides Immitis. Cornelia McDonald, Montgomery, Ala. 
47 


Observations on Gonococcidal Action of Mallophene in Urine. R. D. 
Herrold, Chicago.—p. 53. 


“Effect of Alpha Dinitrophenol (1-2-4) on Blood Cholesterol in Man. 
L. F. Grant and P. G. Schube, Boston.—p. 56. 

Urobilinuria: False Ehrlich — Caused by Pyridium Medication. 
J. W. Farthing and J. S. P. Beck, Philadelphia.—p, 61. 

Comparative Study of ake Test and Friedman Modification of 
Zondek-Aschheim Test for Pregnancy. H. R. Hulpieu, J. 
Weatherby and C. G. Culbertson, Indianapolis.—p. 63. 

Micromethod for Estimation of Hemolglobin: Modification of Benzidine 
Reaction. T. V. Letonoff, Philadelphia.—p. 66. 

Bactericidal Power of Blood. R. Ottenberg, New York.—p. 70. 

*Method for Quantitating the Reducing Substance of the Anterior 
aaa W. T. Salter, Arda Green and T. J. Putnam, Boston.— 


Methods in Culture of Maggots for Surgical Use. W. 
Robinson, Washington, D. C.—p. 77. 

Micromodification of Folin-Wu Blood Sugar Method Using Permanent 
Standards. H. Brown, Philadelphia.—p. 86. 

oe Drop Recorder. C. F. Graham and F. S. Randles, Albany, 
¥Y.—p. 90. 


More Convenient Microprojection Apparatus. W. S. Hastings, Phila- 

delphia.—p. 93. 

Amidopyrine and Granulocytopenia. — Herz points out 
that the increase in the prevalence of granulocytopenia closely 
parallels the increase in the use of amidopyrine. The dan- 
gerous character of amidopyrine being established beyond any 
reasonable doubt, it should be strictly banned by the medical 
profession. When anodynes or antipyretics are indicated, 
acetanilid is a safe drug, which should be given in thera- 
peutic doses, best combined with caffeine and potassium citrate. 
An alternative but less efficient drug would be acetphenetidin. 
By using the safer antipyretics, there is no doubt that greater 
efficiency will be obtained and granulocytopenia and other toxic 
phenomena now known to be caused by the dangerous pyra- 
zolon group of drugs (amidopyrine and antipyrine) will be 
eliminated. 

Effect of Dinitrophenol on Blood Cholesterol.—Grant 
and Schube administered alpha dinitrophenol to thirteen adult 
men of normal weight. The patients were given 5 grains 
(0.3 Gm.) of alpha dinitrophenol by mouth, daily, for a period 
of twenty days. The weight and blood cholesterol estimations 
were obtained before, during and after the administration of 
the chemical compound. The method of estimation of blood 
cholesterol was that devised by Schube. In three subjects 


after the administration of the alpha dinitrophenol there were. 


definite gains of 5, 12 and 7 pounds (2.3, 5.5 and 3.2 Kg.), 
respectively. The largest definite loss of weight was 4 pounds 
(2 Kg.) in each of two subjects. In the remainder of the 
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cases, although the weight fluctuated in some instances, it 


remained essentially at its original level. The blood choles- 
terol in each of these cases, irrespective of alterations in the 
weight, showed a deviation from normal. This deviation was 
usually in a positive direction. The range of this deviation 
was not the same for all cases. In some the blood cholesterol, 
after a preliminary rise, dropped below “normal” before stabi- 
lizing itself within its original range. The largest positive 
change was 155 mg. and the smallest 13 mg. Of the group, 
four showed an increase in blood cholesterol of 100 mg. or 
more, seven had values of from 33 to 100 mg., and two had 
values of 33 mg. or less. The largest rise occurred on the 
first day in five cases, on the third day in four cases and on 
the thirteenth day in three cases. The largest negative change 
was —82 mg. dnd the smallest was —3 mg. The largest 
negative values occurred on the sixth day in four cases, on 
the thirteenth day in one case and on the twentieth day in 
five cases. The largest average positive change was 66 mg. 
_and the largest average negative change was — 38 mg. 

The Reducing Substance of the Anterior Hypophysis. 
—Salter and his co-workers describe a method for quantitating 
the reducing power of the tissue of the anterior lobe of the 
hypophysis. Active reduction may be produced by extracts 
devoid of hemoglobin. The reducing substance tends to remain 
with the globulin fraction, which usually also contains the 
growth-promoting hormone, but the two do not appear to run 
parallel. Extracts containing the growth, thyrotropic, supra- 
renalotropic and maturity hormones, respectively, supplied by 
Collip, contained no more than traces of reducing substance. 
The method used for studying the activity of various prepara- 
tions was based on Ahlgren’s technic. The procedure consisted 
in determining the time required to bleach a standard amount 
of methylene blue contained in an evacuated Thunberg tube 
under arbitrarily selected conditions. 


Journal of Pediatrics, St. Louis 
5: 433-572 (Oct.) 1934 
Acute Infectious Croup: General Study of Acute Obstructive Infec- 
tions of Larynx, Trachea and Bronchi with Analysis of Seven Hundred 


and Twenty-Seven Cases. A. H. Neffson and S. M. Wishik, New 
York.—p. 433. 


*Protective Inoculation Against Tuberculosis in Infants by Use of Heat- 


Killed Human Tubercle Bacilli. T. C. Goodwin and F. F. Schwentker, 
Baltimore.—p. 475. 


Congenital Ichthyosis. G. Richarda Williamson, New Orleans.—p. 484. 

Congenital Cyst of the Larynx. V. E. Fischer, New York.—p. 491. 

Insulin: Its Use in Nondiabetic Children. R. A. Higgons and Elvira 
O. Ostlund, New York.—p. 495. 


*Active Immunization Against Povo Fever by Nasal Route. 
man, A. L. Esserman and M. H. Black, Denver.—p. 504. 
*Lyzed Gonococci in Treatment of Gonococcic Cervicovaginitis: Pre- 
liminary Report. M. L. 

Schneider, Chicago.—p. 511. 

Inguinal Hernias in Premature Infants. 

Goldberg, Chicago.p. 513. 

Rat Bite Fever: Report of Three Cases with Review of Eras. 

S. D. Edelman and G. B. Haber, Columbus, Ohio.——p. 520. 

Scarlet Fever Prevention by Immunization. E. S. Platou, Minneapolis. 

—p. 531. 

Inoculation with Heat-Killed Tubercle Bacilli.—Good- 
win and Schwentker inoculated intramuscularly seventy-three 
infants with heat-killed virulent human tubercle bacilli. In the 
inoculated group of fifty children observed for more than one 
year there was one death from tuberculosis. The tuberculin 
test becomes positive in from three to thirteen weeks after 
the injection. Demonstrable allergy developed in seventy-two 
of the seventy-three children inoculated. When the tuberculin 
reaction is beginning to become positive, the maximal response 
to the Mantoux test is observed at the end of twenty-four 
hours. Some days later the typical tuberculin reaction appears. 
In nine cases sterile cold abscesses developed at the site of inocu- 
lation. Lymphadenitis occurred rarely and the abscesses all 
healed, leaving small depressed scars. The authors believe that 
the inoculated children received some degree of protection from 
tuberculosis and that the method is a hopeful one and that it 
is much less open to criticism than the injection of attenuated 
living organisms. The use of the vaccine should not be wide- 
spread until many more children are inoculated under the most 
careful supervision. 

Scarlet Fever Immunization by Nasal Route.—Fried- 
man and his associates instilled toxin into the nasal passages 
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in the immunization against scarlet fever in two groups of 
children aged from 3 to 17 years. The attempt was com- 
pletely successful in 60 per cent and 71 per cent of the chil- 
dren, respectively, and partial immunity was conferred in a 
considerable proportion of the rest of the group. The inocu- 
lation was not attended by any serious local or constitutional 
effects. The authors maintain that active immunization against 
scarlet fever should be practiced as widely as is diphtheria 
immunization. Until the prevailing method of immunization 
has been so modified as to eliminate unpleasant and severe 
reactions and the necessity for a large number of hypodermic 
injections, they recommend the intranasal instillation of toxin. 
This method is clean, painless and free from serious local and 
constitutional untoward effects and has proved successful in a 
considerable number of cases. The percentage of successful 
inoculations can be definitely enhanced by the administration 
of a sixth and even a seventh weekly instillation in those still 
positive at the conclusion of the fifth inoculation. For chil- 
dren less than 3 years of age they recommend, provisionally, 
a total of 115,000, and in those more than 3,202,000 skin test 
doses. 


Lyzed Gonococci in Treatment of Gonococcic Cer- 
vicovaginitis.—Blatt and his associates used an antigen in 
the treatment of gonococcic cervicovaginitis that was prepared 
by the induction of complete lysis of gonococci in young broth 
cultures through specific bacteriophage action. This product 
seemed distinctly less toxic than the older broth cultures that 
were permitted spontaneously to autolyze partially. The clini- 
cal results with the product seemed definitely more favorable 
than those obtained by any previous biochemical treatment that 
they have used. The bacteriophage lyzed gonococcus antigen 
did not produce disagreeable local or general reactions. Nine 
of eleven patients treated have remained clinically and bac- 
teriologically cured for an average period of five months, while 


a control group not so treated had recurrences in every 
instance. 


Laryngoscope, St. Louis 
44: 765-846 (Oct.) 1934 

Tonsil Surgery: I. Hemorrhage from Pharyngeal and Peritonsillar 

scess, Salinger, Chicago.—p. 765. 

II. Progress in Tonsil Surgery, [llustrated by Slides and Motion 
Pictures, with Background of Twenty-Five Thousand Cases. R. H. 
Fowler, New York.—p. 769. 

Id.: ILL. Results of Tonsillectomy in Private Practice. M. H. Bass, 
New York.—p. 780. 

Id.: IV. Personal Observations on After Effects of Tonsillectomy. 

. H. Mason, New York.—p. 784. 

ee V. Practical Consideration of Nasal Accessory Sinuses in Chil- 
dren. W. Mithoefer, Cincinnati.—p. 789. 

Stripping of Vocal Cords. J. M. Lore, New York.—p. 803. 

Report of Case with Constitutional 
eaction from Intradermal Test with Mustard. H. H. Gelfand, New 
York.—p. 817. 

Further Observations on Case of Plasmacytoma of Nasal Cavity: Case 
of Nasal Plasmacytoma and Carcinoma of Stomach. H. Rosenwasser, 
New York.—p. 826. 

Nupercaine as Local Anesthetic in Rhinolaryngology. 
Brooklyn.—p. 829. 

Tracheofistulization for Pulmonary Catheterization: 
for Direct Intrapulmonary Therapy. M. J. 
—p. 840 


E. F. Egan, 


Additional Approach 
Mandelbaum, New York. 


Medical Bull. of Veteran’s Adm., Washington, D. C. 
10: 265-370 (April) 1934 
Tuberculin: Its Preparation and Use in Treatment and Diagnosis of 
Tuberculosis. L. U. Gardner and E. R. Baldwin.—p. 265. 
*Lumbar Ganglionectomy and Ramisectomy: Method of Retroperitoneal 
Approach. G. E. Pfeiffer.—-p. 279. 
Chronic Arthritis: Clinical Analysis of Three Hundred and Fifty 


Cases. M. Wetherby.—p. 282. 
Transmission of Malaria in Localities Assumed to Be Nonmalarial. 
L. Smith.—p. 298. 


Treatment of Tuberculous Empyema Complicating Collapse of Lung. 
H. P. Bacon.—p. 302. 

Differentiation of Chronic Phthisis and Pulmonary Syphilis. 
Jones.—p. 305. 

Results of Extraintensive Treatment of General Paralysis of the Insane. 
C. L. Carlisle and K. T. O'Neil.—-p. 309. 

Preparation of Gold Solution. A. O. Hartinger.—-p. 337. 


Lumbar Ganglionectomy and Ramisectomy. — Pieiffer 
describes a retroperitoneal operative approach to the lumbar 
sympathetics, based on its use in thirty-three cases. The pro- 
cedure offers a fairly direct route to the sympathetic trunk on 
either side of the lumbar spine, is comparatively simple and 
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enables a firm reconstruction during closure. Severance of 
the terminal nerve fibers along the outer border of the rectus 
on either side has not been followed by paralysis of the rectus 
muscles in the regions supplied. The procedure has been devel- 
oped and modified from various sources, including previously 
described retroperitoneal approaches to the ureters. The use of 
a subarachnoid block associated with a moderate Trendelen- 
burg position and tilting of the pelvis has been found to aid 
greatly in the procedure of lumbar sympathetic ganglionectomy, 
ramisection and trunk resection. 


New York State Journal of Medicine, New York 
34: 899-944 (Nov. 1) 1934 

Acneform Eruptions: Remarks on Acne Vulgaris and Its Pathogenesis. 
Marion B. Sulzberger, A. Rostenberg Jr. and J. J. Sher, New York. 
899 

Further Comments on Head Injury: Postconcussion Syndrome. N. 
Savitsky, New York.—p. 909. 

Serum Sickness: Clinical and Experimental Study: Preliminary 
J. R. Wilson, T. J. Bennett, O. D. Chapman and 

Knowlton, Syracuse. —p. 
Therapy in H. J. Harris, Westport. - 


p. 918 
Clinical Significance of Plasma Proteins. W. S. McCann, Rochester.-- 
Fad. 
Radiology, Syracuse, N. Y. 
23: 391-520 (Oct.) 1934 
Chronic Nontuberculous Inflammation of the Lung. W. W. Watkins, 
Phoenix, Ariz.—p. 391. 
Dilatation of Left Auricle to Right. J. C. Ruddock, Los Angeles.- 
p. 397. 


Air Density Corrections for Temperature and Pressure Applied to X-Ray 
lonization Chambers. L. S. Taylor and G. Singer, Washington, D. C. 

The pcg Duodenum: Roentgenologic Study. M. Feldman, Balti- 
more.-—p. 4 

The Relations a the Radiologist and the Law. I. S. Trostler, Chicago. 
—p. 414 

Multiple Myeloma. D. E. Ehrlich, New York.-—p. 418. 

Clinical Value of Puncture Biopsies. M. Friedman, New York.-- 
p. 429. 
*Processing X-Ray Films at High Temperatures. J. W. Farthing, Phila- 

delphia.—p. 438. 

Effect of Roentgen Irradiation of Entire Animal on Phosphatase Activity 
and Electrolyte Content of Its Water Extract. W. E. Wilkins atid 
E. M. Regen, Nashville, Tenn.—p. 443 

Organization of Cancer Campaign in the United States of America. A. 
Soiland, Los Angeles.—p. 446. To 

"Roentgen Sign for Saccular Aneurysm of Thoracic Aorta: Preliminary 
Report. E. Burvill-Holmes, Conshohocken, Pa.-p. 449. 

Roentgenologic Method of Examination of Iymphatic System in Man 
and Animals. <A. Zolotukhin, Leningrad, U. S. S. R.—p. 455. 

Study of Effect of Irradiation on Lumbar Sympathetic Ganglions in Rats. 
J. Q. Griffith Jr. and E. P. Pendergrass, Philadelphia.—p. 463 : 

Radiation Therapy in Carcinoma of Bronchus. S. M. Baum, New York. 
—p. 466 

Scena of Cancer of Mouth by Surface and Interstitial Irradiation. 
G. E. Pfahler, Philadelphia.—p. 472. 

Present Methods of Treating Neck Metastases by Radiation at the State 
Institute for Study of Malignant Diseases at Buffalo, New York. 
B. T. Simpson, Buffalo.—p. 476 

Diverticulum of Duodenum. L. G. Glickman, Milwaukee.—p. 479. 

Possible Development in Roentgen Therapy: Transformation of Merely 
Transmitted into Absorbable Roentgen Energy. H. A. Jarre and 
R. F. James, Detroit.-p. 483 

*Rate of Recuperation of Human Skin Following Irradiation: Pre- 
liminary Report. J. J. Duffy and A. N. Arneson, New York, and 
E. L. Voke, Akron, Ohio.—p. 486. 5 

Roentgen Aspect of Gastric Ulcer Therapy. N. S. Zeitlin, Chicago.- 
p. 491. 


Processing Roentgenograms at High Temperatures.— 
Farthing stresses the point that the temperature in processing 
does not have to be low, but that it must be constant. All 
baths, including wash water, should be within a few degrees 
of the same temperature. Sodium sulphate preserves the emul- 
sion only so long as it is in contact with it, the action being 
purely a temporary physiochemical one. Formaldehyde, the 
perfect hardener, cannot be used before or during development 
on account of the tendency to produce chemical fog. It cannot 
be added to an acid fixing bath, as it causes a heavy white 
precipitate. When a neutral fixing bath is employed, an acid 
short stop must be placed between the fixing bath and the 
developer, or yellow stains will appear on the film. If they 
do occur, the film should be left in the short stop longer, the 
short stop should be renewed or more acetic acid should be 
added. Formaldehyde evaporates; so, if proper hardening does 
not take place, more formaldehyde should be added to the fixing 
bath or the entire bath should be renewed. Generalized brown- 
ish yellow stains on the films may be caused by iron salts in 
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the water with which the solutions are prepared or by iron 
dissolved out from the cracks in the enamel of trays, regard- 
less of the developing solutions employed. This iron staining 
tends to occur a little more readily at higher temperatures. 
Formaldehyde possesses a pungent odor and is rather irritating 
to the mucous membranes but it is not considered harmful. 
If it is used in tanks, the odor is hardly noticeable. 

Roentgen Sign for Saccular Aneurysm of Aorta. — 

Excluding the dissecting, true, false and circoid, Burvill-Holmes 
classes all aneurysms as saccular. Fusiform dynamic dilata- 
tions often associated with marked tortuosity are not fusiform 
aneurysms. In virtually all cases a dorsoventral roentgenogram 
of the chest rarely misses the diagnosis, with the exception of 
those aneurysms which involve the proximal ascending or distal 
descending branches or in the rare cases in which the aneurysms 
are so small and so situated that they could be and are over- 
looked by any method of examination. For further refinements 
in diagnosis, in order to determine which portion of the branch 
or branches is involved, roentgenograms are made in the right 
and left anterior oblique and sagittal projections. The latter 
are imperative if any erosion of the vertebrae is to be detected, 
such being usually the case when the sac is large and projects 
dorsad. Deviation of the esophagus, while not always present, 
is usual, but similar displacement can and often does occur. 
To determine this displacement it is the author’s custom to 
administer a thick barium-buttermilk paste. Aneurysms almost 
always cast a markedly dense, homogeneous shadow. In con- 
tradistinction, fusiform dynamic dilatations cast a shadow much 
less dense because the laminated clot is absent. In all aneurysms 
except those mentioned previously there is always a definite 
angulation between the outer limit of the sac wali and the left 
border of the heart. This angulation is not present in cases 
of tumor and the border of the heart can be traced from its 
apex to the aortic arch. The author does not wish to convey 
the idea that this angle will be present in every case or that, 
if present, it is infallible for a diagnosis of aneurysm. There 
are exceptions to all rules. It is conceivable that a large upper 
mediastinal tumor could extend outward and downward on the 
left side, obscuring the left border of the cardiac shadow, and 
that its upper border might form an angle with the latter. 
An error, if it is made, will lie largely in mistaking a new 
growth for an aneurysm rather than the reverse. 

Recuperation of Human Skin After Irradiation.—Duffy 
and his associates studied tissue recuperation by determining 
the quantity of radiation necessary to produce equal skin reac- 
tions in single and divided doses of 200 kilovolts of x-rays 
filtered by 0.5 mm. of copper and 2 mm. of aluminum, the 
threshold erythema being used as a standard reaction for com- 
parison. The threshold erythema dose for single exposures 
was determined by sixty-five tests. The amount of radiation 
delivered to these patients varied from 400 to 550 roentgens. 
Of the fourteen patients who received 500 roentgens, 72 per 
cent showed a positive skin reaction. The incidence of positive 
reactions was the same for the seven patients who received 
525 roentgens but was increased to 94 per cent in the seventeen 
patients who received 550 roentgens. Therefore, since a thresh- 
old erythema dose represents an amount of radiation that will 
produce a positive skin reaction in 80 per cent of persons 
receiving the exposure, this dose must be between 500 and 550 
roentgens when administered in the manner described. Five 
hundred and twenty-five roentgens may be considered within 
the limits of experimental error of the threshold erythema dose 
for single exposures of radiation. In determining the thresh- 
old erythema dose for divided doses, two exposures of equal 
amounts of radiation were given at intervals of twenty-four 
and forty-eight hours. Of the thirty-five tests to determine 


the threshold erythema dose for two exposures of equal amounts ~ 


of radiation given forty-eight hours apart, fourteen patients 
received two exposures of 400 roentgens each, and 72 per cent 
of these showed positive skin reactions. Among the eight 
patients to whom 425 roentgens were delivered twice, 88 per 
cent were positive, and the nine patients who received two 
exposures of 450 roentgens developed a visible reaction in the 
irradiated skin. Little difference was found in the amount of 
radiation required to produce a threshold erythema by two 
equal doses given twenty-four hours apart and those given at 
an interval of forty-eight hours. 
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. An asterisk (*) before a title indicates that the article is abstracted 
below. Single case reports and trials of new drugs are usually omitted. 


Bristol Medico-Chirurgical Journal 
S21: 155-204 (Autumn) 1934 


The Place of Surgery in Hyperthyroidism. T. P. Dunhill.—p. 155. 

Medical Practice in Palestine. H. J. Orr-Ewing.—p. 163. 

Clinical Importance of Intervertebral er with Especial Reference to 
uclear Prolapses. G. B. Bush.—p. 173. 


British Journal of Experimental Pathology, London 
15: 287-320 (Oct.) 1934 


Cancer of Skin and Increase in Incidence of Primary Tumors of ae 
in Mice Exposed to Dust Obtained from Tarred Roads. 
Campbell.—p. 287. 


Routine Preparation of Scarlet Fever Toxin of High Value. R. A. Q. 
*"Meara.—p. 295. 


“Type Specific and — Specific Serums Against Streptococci. H. 
Loewenthal.—p. 


Determination of Blood Urea. G. L. Peskett.—p. 306. 
Experimental Production of Mumps in Monkeys. G. M. Findlay and 
L. P. Clarke.—p. 309. 


*Elementary Bodies of Zoster and Their Serologic Relationship to Those 

of Varicella. C. R. Amies.—p. 314 

Specific Serums Against iisaietnicinitiwilkaaiininiteid shows 
that strains of hemolytic streptococci may exhibit different 
forms of colonies, which differ widely in their serologic reac- 
tions. The N form is highly specific, as shown by agglutina- 
tion with absorbed antiserum and by protection tests with 
mice. The protective value of antiserum therefore is limited 
to the homologous form. There are two less specific O forms; 
one is capsulated. Its agglutination, precipitation and capsular 
swelling reactions correspond to the carbohydrate nature of its 
capsular substance. Preparation of highly efficient antiserum 
is possible. All the capsulated forms seem to belong to one 
serologic type. The other one, the noncapsulated O form, is 
more frequent. Agglutination as well as protection tests indi- 
cate that there are several serologic types among this form. 
Cross protection can be obtained between organisms of the 
same type. Both O and N forms can be virulent and both 
forms may occur in the primary culture from disease. The 
prospect of successful serum therapy against the O form seems 
promising. The author explains the difference in mode of 
action of serums against capsulated and noncapsulated forms 
in that the antibodies of serums against capsulated strains 
attack the bacteria themselves and render them harmless by 
neutralization of their capsules, the antibodies of serums against 
noncapsulated streptococci cannot fulfil any such function and 
their mode of action can only be guessed. The serum has to 
be given to animals some twenty-four hours before the infect- 
ing dose. This period may be required for its thorough dis- 
tribution throughout the body and its effect may be due to 
some protective action on the body cells and against the bac- 
terial toxins. The protection test with mice is not a true 
index of the therapeutic value of these serums. Serums that 
have only a prophylactic effect in mice, which succumb rapidly, 
may show a definite curative effect in human septicemia. 

Elementary Bodies of Zoster and Their Serologic 
Relation to Varicella.—The results of the investigations of 
Amies substantiate clearly Paschen’s contention that elementary 
bodies occur in zoster vesicle fluid. It has been shown further 
that pure suspensions of these bodies are agglutinated specifi- 
cally by zoster convalescent serums. The lack of a susceptible 
laboratory animal has made it impossible to employ other 
methods, such as high speed centrifugation of virus filtrates 
or the tissue culture technic, by means of which the etiologic 
importance of the vaccinia elementary body has been confirmed. 
The evidence here presented does at least suggest that the 
zoster elementary body is the etiologic agent of zoster. With 
regard to the relation of zoster and varicella, it is evident that 
cross agglutination tests have not given such uniform results 
as those obtained with the complement fixation technic. In 
spite, however, of the low proportion of successful cross agglu- 
tination tests, the author believes that the high degree of spec- 
ificity of the reaction permits one to attach significance to 
the positive results obtained. The experiments carried out in 
his laboratory with suspensions of variola and vaccinia bodies 
and the corresponding antiserums showed an almost complete 
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lack of cross agglutination (Amies, 1932). Further work on 
this question has shown, however, that the differences noted 
are quantitative rather than qualitative, since monkeys hyper- 
immunized with human variola virus do eventually develop 
antivaccinial agglutinins and, conversely, hyperimmune antivac- 
cinial serums obtained from rabbits will agglutinate variola 
elementary body suspensions. The failure to obtain cross 
agglutination in some of the present series of experiments may 
perhaps be explained in the same manner. Craigie has demon- 
strated that crude suspensions of vaccinia virus contain a non- 
particulate Seitz-filtrable substance in addition to the vaccinia 
elementary bodies, and that it is this soluble antigen that is 
responsible for the vaccinia flocculation (precipitin) reaction. 
This substance is apparently a product of the elementary bodies 
themselves and is probably essentially the same as the heat 
stable precipitating substance isolated from autolysates of neuro- 
vaccinia rabbit testicle by Wilson Smith. It seems not unlikely 
that a similar nonparticulate substance may be present in zoster 
and varicella vesicle fluid and that complement fixation reac- 
tions with such fluids depend more on the soluble substance 
than on the presence of the intact bodies themselves. 


British Medical Journal, London 
2: 665-706 (Oct. 13) 1934 
*Clinical Importance of Achlorhydria. A. F. Hurst.—p. 665. 
Acute and Chronic Sprains. W. R. Bristow.—p. 669. 
*Pathology and Treatment of Sprains. M. Smart.—p. 673. 


Arsenic in Its Relation to Keratin Tissues. S. Smith and E, B. 
Hendry.—p. 675 


Fatal Perforation of Cecum in a Case of Sprue. 
N. H. Fairley.—p. 678 
Achlorhydria.—Hurst states that without gastritis there ‘is 

no achlorhydria but that gastritis does not cause achlorhydria 
unless the patient is predisposed by having the hyposthenic 
gastric constitution. Gastritis in the presence of the hypersthenic 
gastric constitution may lead to duodenal ulcer and gastric 
ulcer, and a gastric ulcer may become malignant, but achlor- 
hydria does not develop. It is the conjunction of the apparently 
trivial causes of gastritis with the hyposthenic gastric constitu- 
tion which leads to achlorhydria, and the conjunction of these 
with the constitutional predisposition to cancer which leads to 
carcinoma of the stomach. It is gastritis which causes achlor- 
hydria, and gastritis, not achlorhydria, which causes Addison’s 
anemia and subacute combined degeneration of the cord and 
predisposes to carcinoma of the stomach. The prophylaxis of 
gastritis is the prophylaxis of these diseases. One may there- 
fore look forward to the time when the prevention of gastritis, 
and, when prevention fails, its early recognition and adequate 
treatment, will lead to the disappearance of cancer of the 
stomach. 

Pathology and Treatment of Sprains.—Smart summarizes 
as follows the effects of the treatment of injured muscles and 
joints by correct electrical muscle stimulation, which produces 
graduated and_ controlled contractions and_ relaxation: 
1. Muscle elasticity, irritability, contractility and tonicity are 
restored rapidly to normal. 2. A great increase of blood to the 
muscles and to the neighboring tissues is produced, with ali 
the attendant beneficial consequences. 3. Waste tissue products 
are rapidly cleared away and stagnation of lymph, with all its 
serious sequelae, is prevented. 4. A large supply of oxygen 
and nourishment is brought to the damaged part. 5. Rapid 
absorption of fluid and extravasated blood is promoted actively. 
6. Beneficial chemical and physical changes following muscle 
activity take place. 7. The movements of muscles and tendons 
do not allow organization of lymph between their surfaces, and 
adhesions are thus prevented. 8 As the movements prevent 
stagnation of lymph in the areolar tissue in the joint interspaces, 
the danger of the areolar tissue losing its suppleness, pliability 
and flexibility is diminished. 9. If, in later stages, adhesions 
have formed, the adherent surfaces are gently but effectively 
torn apart, by causing increasingly powerful contractions of 
the muscles separately. 10. Muscles are prevented from losing 
their tone and from wasting; muscles already wasted increase 
in bulk. A recently injured and painful muscle can still be 
made to contract and relax and the degree of the contractions 
and relaxations can be so controlled that the origin and insertion 
of the muscle need not be approximated until desired; conse- 
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quently, the beneficial physiologic changes called into activity 
by muscle action are produced with the minimal amount of 
strain of its fibers, and the movements of the injured joint as 
a whole can be kept within minimal range. If treatment is based 
on these principles, no uncomplicated acute sprain should become 
a chronic one. 


Journal of Tropical Medicine and Hygiene, London 
37: 273-288 (Sept. 15) 1934 
Can Yellow Fever Spread into Asia? 
rne Disease. udley.—p. 273 

Histoplasma Capsulatum Darling, Agent of ‘Histoplasmosis’: Sys- 
tematic Position and Characteristics. R. Ciferri and P. Redaelli.— 
p. 278. 

Gilchristia Dermatitidis (Gilchrist et Stokes) Cif. et Red., Causative 
Agent of American Gilchrist Disease (Dermatitis Verrucosa). 
Redaelli and R. Ciferri.—p. 280 


gag on Ecology of Mosquito- 


37: 289-304 (Oct. 1) 1934 
*Chemistry of Malarial Serum, with Reference to Factors Concerned in 
Melanoprecipitation Test. D. W. Greig, E. B. Hendry and C. E. 
van Rooyen.—p. 289. 


Pathology and Complications of Ascariasis. R. Girges.—p. 296. 


Chemistry of Malarial Serum and Melanoprecipita- 
tion Test.—The experiments of Greig and his co-workers, 
designed to find the cause of the reaction and the nature of 
the precipitated material, show that when normal serum is 
incubated in various dilutions with distilled water a white 
gelatinous precipitate appears in the majority of cases. This 
is probably the same as the flocculation that occurs in Henry’s 
reaction. The reaction has no obvious relationship to the con- 
centrations of albumin, total globulin, cholesterol or chloride 
ion in the serum. Evidence has been given that the precipitate 
consists of one of the globulin fractions, probably euglobulin, 
and that the main factor in the reaction is the precipitation of 
this particular protein, owing to its occurrence in excessive 
amount in malaria. There are almost certainly other factors 
concerned. The theory that the increase in euglobulin is the 
main factor is supported by the observations of Lloyd and 
Paul that the euglobulin is increased in serums from cases of 
malaria or kala-azar. Melanin may be replaced by a variety 
of other colored substances, but it has the advantage of giving 
a sharp reaction and thus enables the reading of the titer to be 
made without any difficulty. Its use is therefore still advocated 
for the reaction. The melanin acts only as an indicator and 
the active principles in the so-called antigen are the concen- 
tration of sodium chloride and the pu. These are the factors 
that prevent the precipitate coming down even with a normal 
serum and therefore confine the reaction to those serums in 
which there is a far greater tendency toward precipitation; i. e., 
in malaria and in kala-azar. It has been confirmed that the 
reaction is positive in kala-azar, a condition in which the 
euglobulin is known to be elevated. However, since the euglob- 
ulin is also high in syphilis, in which Henry's reaction is 
negative, the phenomenon cannot be explained on the grounds 
of an increase in euglobulin alone. It is suggested tkat protein- 
lipoid complexes may enter into the question. 


Lancet, London 
2: 795-854 (Oct. 13) 1934 
Medicine and Morals. Horder.—p. 795. 
Rational Assessment of Renal Damage. 
Simmonds’s Syndrome: Case. R. S. 
—p. 802. 
Id. A. B. Bratton and A. B. Field.—p. 806. 


Erythremia with Migraine, Gout and Intracardiac Thrombosis. 
feber.—p. 808. 


*Trigonal Loop Traction in Suprapubic Prostatectomy: 

N. Lumb.—p. 809. 

Trigonal Loop Traction in Suprapubic Prostatectomy. 
—-Lumb has evolved a technic of suprapubic prostatectomy that 
overcomes successfully the difficulty encountered in placing 
Harris's posterior suture and ensures a firm hold pending union 
between the edges of the trigon and urethra and can be carried 
out in every case. A flap of trigonal tissue is drawn down into 
the prostatic cavity and retained in position by means of a silk 
traction-loop traversing the urethra. Healing takes place 
quickly by granulation and the objective of the Harris opera- 
tion is achieved without the uncertainty occasioned by a suture 
that may fail to hold. 


C. L. Cope.—p. 799. 


Aitken and Dorothy S. Russell. 
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New Technic. 
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Medical Journal of Australia, Sydney 
2: 373-406 (Sept. 22) 1934 


Venom Yields of Common Australian Poisonous Snakes in Captivity. 
Mavis Freeman and C. H. Kellaway.—p. 373. 

Relations Between Size and State of Nutrition of Mothers, Properties 
of Their Milk and Weight of Their Infants. H. S. H. Wardlaw and 
E. E. P. Dart.—p. 377. 

Treatment of Ruptured Tubal Gestation. A. R. H. Duggan.—p. 380. 

Rheumatic Heart Lesions in Three Thousand Australian Postmortem 
Examinations. J. B. Cleland.—p. 382. 


Conservative Treatment of Facial Paralysis. N. D. Royle.—p. 385. 


Medical Press and Circular, London 
189: 295:312 (Oct. 3) 1934 
*Clinical Value of Mantoux Test in Childhood. W. F. Gaisford.—p. 303. 
The Leprosy Situation in England. R. G. Cochrane.—p. 306, 
Spinal Analgesia with Percaine. W. H. Jones.—p. 307. 


Clinical Value of Mantoux Test in Childhood.—Gais- 
ford describes the method of performing the Mantoux test and 
advocates its much more extensive use among children on the 
grounds that it is simple to perform and yields results which, 
intelligently interpreted, are in many cases truer than either 
clinical examination or roentgenograms. He states that at 
some time or other during the preschool or school period of 
almost any child’s life some signs or symptoms suggestive of 
tuberculous disease or infection may be encountered. Then the 
simple and efficacious Mantoux test is of the greatest value, 
particularly in its ability to exclude definitely the presence of 
tuberculosis in any given case. Despite the improvement in 
nutrition and hygiene, tuberculosis is still a common disease in 
childhood and is often extremely difficult to diagnose clinically. 
The Mantoux test is particularly applicable in chronic cervical 
adenitis, chronic coughs, chronic diarrhea, less of weight and 
limping. The foregoing are but a few of the conditions in 
which the test is found to be valuable. In the majority of 
cases it is the negative reaction that is stressed, but in infants 
and young children the positive may be just as valuable. 


Tubercle, London 
16: 1-48 (Oct.) 1934 


“Induced Deposition of Calcium *. Lung Tissue: 
—p. 


Experimental Study. 
R. A. Hunter and D. 


H. M. Williams. 


Clinical Interest in Cases. 
17. 


“Relation Between Sanatorium Facilities and Total Death Rate from 

Tuberculosis in Canada. Madge Thurlow Macklin.—p. 

Induced Deposition of Calcium in Lung Tissue.— 
Hunter and Bell describe a gelatin acriflavine medium the 
injection of which is free from toxic or deleterious effects in 
animals. .It appears that a hyaline change is an essential and 
preliminary stage in the process of calcification in lung tissue. 
A hyaline change, calcification and fibrosis can be induced in 
a short time by the local action of the medium in the pleural 
and pulmonary tissues. These processes are effected by intra- 
pleural or intrapulmonary injections. The intrapulmonary 
injection of this medium is a comparatively safe procedure in 
the guinea-pig and rabbit, even in high dosage. The action of 
the medium is limited to the area injected and to its immediate 
neighborhood. The fact that in their experiments they have 
not succeeded in prolonging life the authors explain is not 
material in assessing results, because of the acuteness of the 
tuberculous process in these animals. As a result of their 
work they cannot but believe that the application of this intra- 
pulmonary treatment to man would be of marked benefit in 
combating chronic pulmonary tuberculosis. 

Death Rate from Tuberculosis in Canada.—The study 
of Macklin shows that there is a definite relation between the 
total death rate from tuberculosis in any community and its 
sanatorium accommodation. The communities with the greater 
hospital facilities for caring for tuberculous patients are the 
ones with the lowest death rates. Although other factors, such 
as climate and the susceptibility of the population, are shown 
to have a definite effect on the tuberculosis death rate, the 
main factor in lowering it is the degree to which the tuber- 
culous patients can be removed from the community. Sana- 
toriums prevent the spread of infection through lowering the 
chances of contact between healthy and infected persons. The 
fact that Quebec has lowered its female death rate much less 
than have some of the other provinces is probably due not only 
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to lessened sanatorium treatment but to the larger families 
which the women of Quebec have. The advisability of con- 
tinuing the upkeep of the sanatorium has been questioned. 
This study leads to the conclusion that the expense is justifiable, 
since it pays dividends in general public health. 


Journal of Oriental Medicine, South Manchuria 
21: 25-38 (Sept.) 1934 


Species and Distribution of Mice in Mukden and Hwai-te: Studies of 
Animals Connected with Carrying of Plague. K. Urabe.—p. 25. 

Pathologic and Histologic Study of Nerve Center in Morphinism: 
Experiment with Cats. A. Hayashi.—p. 27. 

Malformed Twin Fetus Presenting Appearance of Mummified Degenera- 
tion and Missed Abortion.  S. Hayashi. —p. 29. 


*Studies of Genesis of Leukopenia in Typhoid Fever. T. Hashimoto. 


—?p. 
Statistical Study of Tuberculous Meningitis in Dairen. Y. Matsuura. 
31 


—p. 31. 

Syneytioma Malignum. T. Takaichi.—p. 32. 

Effect of Local Cooling and Warming of Skin and of Temporary 
Obstruction of Blood Flow of Cooled or Warmed Part of the Body 
on Sweat Secretion in Man. S. Nishibori.—p, 33. 

Influence of Intravenous Injections of Hypertonic and Hypotonic Solu- 
tions on Ability to Perspire in Man. S. Nishibori.—p. 35. 

Study on History of Bacteria Artificially Introduced into Body and 
Factors of Infection: Effect of Cooling of Body on Colibacillary 
Infection. N. Nishikawa.—p. 36. 

Mycologic Studies on Dermatomycosis in Manchukuo. 

Spindle Celled Sarcoma of Abdominal Wall: 

—p. 38. 

Genesis of Leukopenia in Typhoid.—Hashimoto, wishing 
to ascertain that although thermolabile extracellular toxin 
(refined toxin) is weaker in pathogenic action than thermo- 
stable endotoxin (nucleoprotein) and that it acts more effec- 
tively on the blood picture, separated the two toxins by 
following Yato’s method. These he injected into rabbits. He 
observed that a slight pathologic change took place only in the 
bone marrow, which seemed to be the sole proof of the cause 
of leukopenia. He next put the blood and leukocytes of the 
rabbits into test tubes and added the toxins to them so that 
they came in direct contact with the blood or leukocytes, 
examined the leukocidin by means of vital staining and the 
bioscopic method, and discovered that refined toxin contained 
far more poisonous matter than nucleoprotein. He thus ascer- 
tained the fact that typhoid toxin, especially refined toxin, acts 
directly on the leukocytes in the circulating blood and causes 
them to degenerate and die. This, he believes, has a bearing 
on leukopenia as well as the incomplete function of the bone 
marrow, which has been considered to be the sole cause of 
leukopenia in typhoid. 


T. Terai.—p. 37. 
Rare Case. T. Yoshitoshi. 


Paris Médical 
2: 241-276 (Oct. 6) 1934 


Neurology in 1934: Annual Review. A, Baudouin and H. Schaeffer.— 
4 


p. 

"Vestibular Disorders and Intracranial Hypertension. J.-A. Barré.— 

p. 257. 

Some Cases of Progressive and Curable Multiple Paralysis: 
Poliencephalitis gaa Due to Neurotropic Virus. 
G. Renard.—p. 263 

Diffuse Cerebrospinal " Syphilis: 
—p. 273. 


Subacute 
R. Garcin and 


Guillain-Thaon Syndrome. P. Nayrac. 


Vestibular Disorders and Intracranial Hypertension.— 


Barré discusses the vestibular reactions of thirty patients per- 
sonally observed. Spontaneous subjective or objective vestibular 
disturbances (vertigo, difficult equilibration, spontaneous nystag- 
mus and so on) were observed in fourteen of the thirty. These 
signs can often give a false lead to attempted localization of the 
causative tumor. With the cold caloric test the most frequent 
reaction was hyperexcitability, next normal excitability and 
finally hypo-excitability. In general the increased reflex action 
belongs especially to the intracranial hypertensions of recent 
origin and hypo-excitability to the old hypertensions, In the 
cases in which hypo-excitability to the warm caloric test was 
found there was almost always a similar hypo-excitability to 
cold. This parallelism, which does not occur in some other 
vestibular disorders, may therefore have some practical value. 
Rotatory nystagmus was of normal duration in more than two 
thirds of the patients. It was rarely increased and more rarely 
diminished in duration. Electrical excitability remained normal 
or nearly so in all instances. It thus seems to the author that 
the caloric excitability is often due to the intracranial hyper- 
tension alone, and these tests are hence often of little value in 
localizing the causative tumor. 
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Schweizerische medizinische Wochenschrift, Basel 
64: 933-956 (Oct. 13) 1934 

Recent Results of Research on Digitalis. E. Liebmann.—p. 933. 

Studies on Respiratory Movements. A. Jaquet.—p. 936. 

*Respiratory Therapy in Pulmonary Tuberculosis, L. Hofbauer.—p. 943. 

*Resorption and Elimination of Arsenic and Its Distribution in Organism. 

J. Leibowitz.—p. 947. 

a of Newly Born Female Infants. Lévy-Du Pan.— 

p. 949. 

Respiratory Therapy in Pulmonary Tuberculosis.— 
Hofbauer says that the predisposition to tuberculous infection 
is greatest in portions of the lung hardly at all utilized during 
ordinary breathing. Exclusive mouth breathing results in a 
loss of tonus of the excluded respiratory muscles, the diaphragm 
and the muscles of the abdominal wall. In case of greater 
respiratory requirements, respiration changes in that the auxili- 
ary expiratory forces, the muscles of the abdominal walls, become 
active and in turn stimulate the diaphragm to improved inspira- 
tory movements. The author discusses the effects of these 
respiratory movements and shows their value in the treatment 
of tuberculosis by improving the circulation. He reproduces 
roentgenograms that illustrate how exudates disappear follow- 
ing several weeks of systematic respiratory exercises. This 
process of resorption is important because every tuberculous 
focus contains a large amount of autotuberculin and work 
dyspnea leads to an increased resorption of these toxic products, 
a process that can be compared to a tuberculin injection. That 
the gradually increasing resorption of this substance may exert 
a therapeutic influence can hardly be doubted, for the produc- 
tion of antibodies is stimulated by the resorption. It is essential 
that the respiratory autotuberculinization is increased only 
gradually and with careful observation of the reactions. The 
author considers respiratory treatment of patients with pul- 
monary tuberculosis advisable when, as is so frequently the 
case, there exists an emphysema in the nontuberculous portions 
of the lung. Patients who have received operative treatment 
on account of pulmonary tuberculosis frequently develop hyper- 
extension of the “healthy” lung and displacement of the heart. 
These manifestations are caused by incorrect respiratory activ- 
ities, and suitable changes in the respiration will improve the 
condition. The method of the respiratory therapy must be 
individualized, but in all cases the respiratory passages should 
be protected as much as possible. The author stresses the exclu- 
sive use of the nose for inspiration as well as for expiration, 
while speaking should be curtailed as much as possible. The 
second important point is the training in “respiratory unburden- 
ing.” The patient must learn to inhale as little as possible but 
to exhale as much as possible by utilizing the expiratory muscles. 
In unilateral involvement of the pulmonary apex or hilus and 
in the presence of pleural exudates or of indurations, the respira- 
tory action of the diaphragm must be stimulated by putting the 
patient in certain positions. Slight changes, which at first appear 
to be indurations, occasionally disappear following the postural 
and respiratory exercises. The toxic symptoms of tuberculosis 
—fever, sweating, lack of appetite and loss of weight—are 
favorably influenced by the respiratory therapy. 

Resorption and Elimination of Arsenic.—Leibowitz states 
that arsenic intoxications are frequently not recognized during 
life because of the similarity of their symptoms to other dis- 
turbances. But even the necropsy does not always bring clarity, 
because the typical changes in the large organs are convincing 
only if the examination is made shortly after death, and even 
then the changes may be mistaken for those of cholera or of 
certain meat poisonings. However, there remains the reliable 
chemical analysis. But in forensic medicine the question of the 
mode of poisoning may have to be answered. The differentiation 
of acute arsenic poisoning with a large dose that causes death 
within a comparatively short time and chronic poisoning is 
generally easy. Only a separate examination of the different 
organs is necessary. In acute arsenic poisoning (with the excep- 
tion of the rare cerebral, paralytic form) death follows quickly 
because of destruction of tissues in the gastro-intestinal tract 
and before large quantities of the arsenic have reached the blood 
stream and other organs. In the case of slow poisoning, how- 
ever, certain organs act as depots for the arsenic, particularly 
the hair, the long tubular bones and the central nervous system. 
The author reviews the various studies on the storage and the 
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elimination of arsenic in chronic poisoning and then describes 
experiments on rabbits carried out by himself and a collaborator. 
He found that the organism of the rabbit eliminates the largest 
amount of the arsenic soon after its intake. His collaborator 
observed that rabbits which died several days after the admin- 
istration of the last of several doses showed a similar distribu- 
tion of arsenic in the internal organs, as did rabbits that died 
after a single large dose. The only exception was the arsenic 
content of the pelt. Doses administered at long intervals did 
not result in a cumulation of arsenic in the organism; however, 
when two doses were given at short intervals there was a 
cumulation. The author thinks that the latter observation can 
be explained on the basis of the rapid elimination of the largest 
amount of arsenic soon after its intake. 


Policlinico, Rome 
41: 515-578 (Oct. 15) 1934. Surgical Section 
Rare Luxation of First Metacarpal Bone. M. Canavero.—p. 517. 
*Clinical and Experimental Contribution to Value of Alcohol Therapy in 

Nontuberculous Suppurations of Lung. R. Grasso.—p. 526. 
Histologic and Functional Modifications of Remaining Denervated Kidney 

After Unilateral Nephrectomy. C. Maltese Le Roy.—p. 538 
Study of Functional Capacity of Parathyroid Transplant. B. Paggi.— 

p. 554. 

Fibroma of Anterior Abdominal Wall. E. Repetto.—p. 564. 

Alcohol Therapy in Nontuberculous Suppurations of 
Lung.—Grasso found that, when intravenous injections of 
alcohol were administered in large doses to healthy animals 
exposed to pulmonary complications through artificially pro- 
duced anatomic conditions (simple tracheal fistula and tracheal 
fistula with introduction of micro-organisms into the bronchial 
tree), they were able to prevent such complications. Treatment 
was insufficient when, because of the tracheo-esophageal fistula, 
the pulmonary infection was more serious and involved. The 
author cites four cases presenting gangrenous pulmonary abscess 
in which daily intravenous injections of 2 cc. of a 33 per cent 
solution of alcohol were administered. No favorable results 
were obtained. The injections did not succeed in checking the 
progressive course of the disease or in influencing the expectora- 
tion and temperature. The stimulating action of this treatment 
on the cardiovascular tonus and the general condition of the 
patient should be studied also from the point of view of the 
pneumotropic properties of the alcohol and of its pronounced 
lymphagogue action. This mechanism of action is confirmed 
by experiences reported by the author in which thorium dioxide 
sol introduced into the bronchial tree and absorbed by the lung 
and not fixed in the reticulo-endothelial system of this organ 
disappeared rapidly in animals subjected to alcohol therapy. 
To explain this the author presupposes a more active blood 
and lymphatic circulation in the lungs of the animals treated. 
The secretory functions of the alveolar epithelium are stimulated, 
as proved by the fact that no trace of thorium was found in 
the parenchymatous organs and that a true absorption of this 
substance with passage into the circulation is thereby pre- 
vented. The author concludes that his negative results are not 
sufficient to disprove the efficacy of alcohol therapy in pulmonary 
diseases, if administered in the early stages and in strong doses. 


Archivos de Medicina, Cirugia y Espec., Madrid 
37: 1089-1116 (Oct. 6) 1934 
rere in Syphilology. E. De Gregorio and E. Lépez Valiente. 
—p 
*Acid Base Equilibrium in Pregnancy. J. Botella Llusia.—p. 1093. 
Examination of Sympathetic Nervous System by Danielopolu Method in 
Schizophrenia, N. Ancochea and C. Rodriguez Cuevillas.—p. 1103. 
Bilirubinemia in Syphilology.—De Gregorio and Lépez 
Valiente say that an early diagnosis of hepatic insufficiency 
during arsenical treatment in syphilis is of importance in the 
prevention and the indications for treatment of arsenical 
jaundice, which mzy end in the development of acute atrophy 
of the liver. The authors, wishing to ascertain whether or not 
the changes in bilirubinemia run parallel to the intensification 
of arsenical treatment, made determinations of the bilirubinemia 
in a group of patients in various stages of syphilis. In one 
subgroup there was hyperbilirubinemia before the treatment, 
which fell to normal figures of bilirubinemia afterward. In 
the other subgroup there was normal bilirubinemia before the 
treatment, which changed to hyperbilirubinemia after the treat- 
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ment and returned to normal figures after the discontinuation 
of treatment. The results in the first subgroup seem to indi- 
cate that hepatic insufficiency and jaundice were due to the 
existence of hepatic syphilis, which was favorably modified by 
the treatment.. Those in the second subgroup seem to indicate 
a toxic action of arsphenamine on the liver. The authors, how- 
ever, were unable to give an exact interpretation to their results 
because of the lack of a fixed figure for normal bilirubinemia. 
They call attention to the advisability of establishing a figure 
for normal bilirubinemia that can be taken as a basis for the 
estimation of the liver function and changes of which should 
be interpreted as indicating liver insufficiency. They cite the 
advisability of ascertaining whether or not bilirubinemia 
increases in relation to the intensification of arsenical treatment 
and, if this is the case, what the figure is of the limit of tolerance 
of the organism to the drug which precedes the onset of 
arsenical jaundice. By fixing the limit of bilirubinemia, the 
development of arsenical jaundice could be prevented by the 
timely suppression of the drug as soon as the figures of bili- 
rubinemia reach a warning value. In cases in which the 
variations of bilirubinemia point to syphilitic origin of the 
hepatic insufficiency and jaundice, the continuation of the treat- 
ment is indicat 

Acid-Base Equilibrium in Pregnancy.—Botella Llusia 
studied the acid-base equilibrium in normal pregnancy and in 
some of its toxicoses (hyperemesis of pregnancy, preeclampsia, 
eclampsia and other toxicoses). There is a slight but com- 
pensated acidosis in normal pregnancy, a noticeable although 
compensated acidosis in hyperemesis of pregnancy, preeclampsia 
and hemorrhagic toxemia, and a marked decompensated acidosis 
in eclampsia. In all cases the content of fixed acids in the 
blood and body fluids is increased and the alkali reserve is dimin- 
ished. The differences are quantitative rather than qualitative. 

The organism tends to compensate the increased production of 
fixed acids. When it fails to neutralize them, actual acidosis 
develops, which gradually increases from figures observed in 
normal pregnancy to those which produce more or less grave 
toxicosis and even eclampsia. 


Archiv fiir Verdauungs-Krankheiten, Berlin 
56: 125-236 (Sept.) 1934 
Clinical Evaluation of Cellular Constituents of Stools and of Smears 
Taken from Intestinal Mucosa in Intestinal Diseases. H. Dibold.— 
p. 125. 
Albumin and Nitrogen Content in Duodenal Juice. Johanna Krause.— 
141 


en Produced Fermentative Dyspepsia. Nanna Svartz.— 
. 149, 


Pe ae and Late Results in Treatment of Gastric and Duodenal 

Uleers. H.-J. Frélich.—p. 158. 

Secretion of Gastric Juice in Skin Diseases. M. Dobreff and P. 

Popchristoff.—p. 179. 

*Peristaltic and Antiperistaltic Gastro-Intestinal Movements on Basis of 

Special Method of Examination. H. Burger.—p. 188. 

Results of Low Protein Diet Continued for Twenty-Five Months. B. 

Susskind.—p, 195. 

Results of Treatment of Gastric and Duodenal Ulcers. 
—Frolich compares the dietetic treatment and the treatment 
with the jejunal tube. He reaches the conclusion that the latter 
produces immediate relief and in especially selected, severe cases 
its early results are not unfavorable as is the case with the 
usual dietetic treatment. In gastric ulcers the treatment by the 
jejunal tube is superior to the dietetic treatment. Its effects 
are less favorable only in some types of duodenal ulcers, in 
kissing ulcers and in ulcers located directly behind the pylorus. 
It surpasses the dietetic treatment in the reliability of its action 
particularly in refractory and chronic ulcers and in ulcers 
developing in older persons. Up to about three and a half 
years, the after effects of the jejunal tube treatment are 
superior to those of the dietetic measures. The permanent 
results after the latter were favorable only in one third of the 
cases, while in the cases treated with the jejunal tube the 
permanent results were favorable in nearly one half of the total 
number. However, neither of the two methods promises favor- 
able results beyond the fourth year. Factors such as the consti- 
tution and the age of the patient, the duration of the ulcer and 
its periodicity may influence the result of the treatment either 
favorably or unfavorably. 
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Examination for Peristalsis and Antiperistalsis.—Burger 
states that after many years of trial he succeeded in detecting 
the peristaltic and antiperistaltic movements by means of a 


simple method, which he designates as the “beat-touch” method. 
He places the middle finger of the left hand on the organ (stom-. 


ach or intestine) that is to be examined and with the middle 
finger of the right hand he percusses while advancing slowly. 
In observations on the stomach he found that, when he began 
percussion on the upper part of the fundus, the peristaltic wave 
returns after six seconds as an antiperistaltic wave and also 
spreads farther to the pyloric antrum and again returns in the 
antiperistaltic form. The same applies to the waves that advance 
from the pyloric antrum to the pylorus. These waves return 
in the antiperistaltic form after six seconds. Thus it is. possible 
to differentiate from fundus to pylorus four sections of peristalsis 
and antiperistalsis. At the pylorus, to which the wave move- 


ments of the stomach are transmitted, the peristalsis and. 
In addition. to these. 


antiperistalsis require twelve seconds. 
longitudinal waves there exist (corresponding to the transverse 
muscle fibers) transverse wave movements that advance from 
the small toward the large curvature. These peristaltic move- 
ments likewise require six seconds for their antiperistaltic 
return. Then there are the peristaltic movements of the oblique 
fibers. The longitudinal folds on the small curvature (so-called 
Waldeyer’s stomach route) as a rule cannot be felt on the 
normal, empty stomach. However, they may be felt in certain 
abnormal conditions, particularly in hyperacidity and in ulcer 
on the small curvature. The author further describes observa- 


tions with his beat-touch method on the duodenum, the jejunum 


and the colon, and asserts that the peristaltic and antiperistaltic 
movements of the haustra can likewise be detected with his 
method. In the conclusion he emphasizes that his beat-touch 
method is valuable in the detection of gastric and duodenal 
ulcers, since the wave movements are abolished at the site of the 
ulcer. The same applies also to carcinoma and to gastro- 
duodenal hemorrhages. 


Beitrage zur Klinik der Tuberkulose, Berlin 
85: 223-312 (Sept. 21) 1934. Partial Index 
Endothoracic Pleurolysis According to Jacobaeus. A. Sattler.—p. 223. 
*Cerebral Embolism Foliowing Pneumothorax and Oleothorax. C. Renner. 
—p. 226. 


Studies on Development of Carcinoma in Tuberculous Cavern. C. 
Renner.—p. 231. 


General Functional Pathogenesis of Tuberculosis. 

Acute Tuberculous Sepsis: 
wicz.—p. 247. 

*Gas Diffusion in Artificial Pneumothorax, 
Schneiderbaur.—p. 256. 

Hemotogenous Laryngeal Tuberculosis. K. Menzel.—p. 281. 

*Value of Determination of Sedimentation Speed of Erythrocytes in 
Diagnosis and Prognosis of Pulmonary Tuberculosis, G. Thiele.— 
p. 302 
Cerebral Embolism Following Pneumothorax and Oleo- 

thorax.—Renner gives the clinical histories of two patients, 
one of whom was treated with pneumothorax and one with 
oleothorax. Both patients died and the necropsies revealed that 
in the first one death was caused by cerebral hemorrhage result- 
ing from an air embolus and in the second one by a fat embolus 
in the brain. In addition to these two fatal cases that were 
observed in more than 10,000 pneumothorax fillings, three cases 
were found in which similar complications developed, but these 
three did not terminate fatally. 

Gas Diffusion in Artificial Pneumothorax.-—Von Frisch 
and Schneiderbaur point out that, on the basis of numerous 
investigations on the composition of the pneumothorax gases, 
it may now be assumed that, independent of the type of the gas 
or the gas mixtures that are introduced, a constant ratio of the 
various gases is established in the pleural space. Di Pietro, one 
of the first students of this problem, found that the gas mixture 
consisted of approximately 6 per cent oxygen, 5 per cent carbon 
dioxide and 89 per cent nitrogen. The authors investigated the 
processes of gas exchange in artificial pneumothorax by means 
of metabolic studies. They reasoned that, if oxygen is used for 
the filling of a pneumothorax, the oxygen will be used for the 
maintenance of the necessary oxidation processes of the organ- 
ism, in that the oxygen either enters into the alveolar air by 
diffusion or becomes resorbed by the tissues of the parietal 
pleura. If this assumption is correct, a reduction in the absorp- 
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Virulence of Tubercle Bacilli. L. Jabtbes 
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tion of oxygen from the inspired air ought to be demonstrable 
following insufflation of oxygen into the pleural cavity. The 
authors determined the basal metabolism, then introduced oxygen 
and after that tested the basal metabolism once more. Experi- 
ments -were made also with carbon dioxide, nitrogen and 
hydrogen. On the basis of gas analytic studies on patients with 
pneumothorax and on animals, the authors reach the following 
conclusions: After insufflation of air or of oxygen, the basal 
metabolism is not changed, but, after carbon dioxide insufflation, 
the average increase in the basal metabolic rate is 30 per cent. 
Inhalation of pure oxygen as well as of an oxygen-carbon 
dioxide mixture results in a concentration of those two gases in 
the pneumothorax gas. This concentration is lacking, how- 
ever, in case of induration of the pulmonary pleura. In case 
of inhalation of a gas mixture of 70 per cent hydrogen and 30 
per cent oxygen, the passage of hydrogen into the pleural cavity 
can be demonstrated. The demonstration of the passage of gases 
from the pneumothorax into the alveolar air failed in human 
subjects, apparently on account of the great attenuation. In 
animal experiments, however, it was possible to demonstrate the 
diffusion of hydrogen from the pneumothorax into the alveolar 
air. Comparative studies on dogs, in which pneumothorax or 
pneumoperitoneum was induced by means of nitrogen, oxygen 
and carbon dioxide, showed essential differences in the rapidity 
of resorption and of contradiffusion. 

Sedimentation Speed in Pulmonary Tuberculosis.— 
Thiele reports the results of the sedimentation tests on 5,145 
patients with tuberculosis that required treatment. It was found 
that among the patients with cirrhotic tuberculosis 85 per cent 
had a normal sedimentation speed, and among those with 
cirrhotic-productive tuberculosis, 68.3 per cent. The incidence 
of a normal sedimentation speed among the patients with pro- 
ductive tuberculosis was 42.3 per cent, and among those with 
cirrhotic cavernous tuberculosis, 47 per cent. In all other forms 
of tuberculosis the sedimentation speed was more or less accel- 
erated. Of those with open tuberculosis, 25 per cent had a 
normal sedimentation speed. The treatment in the sanatorium 
produced a decrease to normal values of sedimentation only in 
a rather small percentage of patients. In 600 patients with all 
forms of tuberculosis the relation between the sedimentation 
speed and the outcome of the disease process was investigated. 
These observations covered a period of two years and three 
months. It was found that the sedimentation speed of the 
erythrocytes was closely related to the prognosis. Of the 
patients with a sedimentation speed of more than 51 mm. (one 
hour), 75 per cent died within twenty-seven months; of those 
with a sedimentation speed between 21 and 30 mm., 20 per cent, 
and of those whose sedimentation speed varied between 11 and 
20 mm., 16 per cent. The tuberculosis took a favorable course 
in those patients in whom the sedimentation speed went back 
to normal values. This factor was of especial significance for 
the surgical treatment. Nearly all patients whose sedimentation 
speed decreased to normal values following surgical treatment 
were cured, 


Frankfurter Zeitschrift fiir Pathologie, Munich 
47: 159-312 (Oct. 2) 1934, Partial Index 


Carcinomatous -epipammenaes of Papilloma of Lateral Ventricle. V. 
Faber.—p. 168 


Giant C a in Chronic Mastitis. V. Faber and Magda Rottenstein.— 
173. 


Juvenile Gangrene (Thrombo-Angiitis 
*Tuberculosis and Age. H. H. Kalbfleisch. —%. 
*Genesis of Multiple Small Areas of Softening in Brain, and Contribution 

to Genesis of Angina Pectoris. E. Léffler.—p. 239, 

Bone Formation in Lung and Trachea. K. Hiebaum.—p. 249, 
Congenital Bronchiectases. S. Scheidegger.—p. 276. 

Tuberculosis and Age.—Kalbfleisch asserts that the primary 
infection of the lung predominates in nurslings, while the intes- 
tinal primary infection is still of small importance but becomes 
more prominent in older children. The glandular component 
of the primary lesion, that is, the involvement of the lymphatic 
glands, is characteristic for the tuberculosis of childhood. Dur- 
ing the age of puberty the incidence of tuberculosis increases 
greatly. The forms of tuberculosis that develop during this 


Fossel.—p. 181. 


period of life approach more closely the phthisis of adults, that 
form in which a cavern develops in the apical region, particu- 
larly in the posterior third, and which is characterized by 
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bronchogenic, lymphogenic and hematogenic metastases in the 
lung. However, the main symptom is the predominance of pro- 
ductive processes and the slight involvement of the thoracic 
lymph nodes. The endogenic lymphoglandular reinfection 
(Ghon) occurs in persons at the end of puberty, but even more 
frequently during later periods of life. Generalized tuberculosis 
is not frequent in adults and in the aged but it occurs occa- 
sionally and is usually a sequel of chronic cavernous pulmonary 
phthisis. In-senile persons it generally assumes the form of 
miliary tuberculosis or of serous tuberculosis. The involvement 
of the larynx is somewhat less frequent in the aged than in 
younger persons, but involvement of the intestine has approxi- 
mately the same incidence in the two groups. The author 
emphasizes the great importance of protecting the nursling 
against tuberculosis by removing him from a_ tuberculous 
environment or by removing persons with tuberculosis from 
the environment of the nursling. He states that especial atten- 
tion should be given to the grandparents, whose tuberculous 
infection may be overlooked, but presents nevertheless a source 
of danger for the nursling. 


Foam Thrombosis in Genesis of Cerebral Malacia and 
Angina Pectoris.—Loffler shows that, in severe atherosclerosis 
of the cerebral arteries, arterioles and capillaries, the lumen of 
these vessels is generally dilated while the walls are rather 
rigid. If the blood pressure decreases suddenly (blood pressure 
fluctuations in hypertension), the insufficient regulatory capacity 
of these vessels results in a liberation of gas from the arterial 
blood, and a mixture of gas and blood obstructs the capillaries. 
This process, which is designated foam thrombosis or foam 
embolism, is the cause of symmetrical areas of softening in the 
brain. It is assumed that, in atherosclerosis of the coronary 
arteries, foam thrombosis and foam embolism are the cause of 
the attacks of angina pectoris. 


Medizinische Klinik, Berlin 

30: 1349-1380 (Oct. 12) 1934. Partial Index 
Spondylitis (Spondylosis) Deformans. H. Burckhardt.—p. 1349. 
Cysticerci in Human Subjects. R. D. Velten.—p. 1356 
Aneurysmatic Elongation of Heart. G. W. Parade.—p. 1357. 
Electrocardiogram of Attack of Angina Pectoris. M. Winternitz.— 

135 

Felted of Exudative Pericarditis. K. Hitzenberger.—p. 1362. 
Albuminuria During Childhood. A. Vollbrandt.—p. 1363. 
* Dietetic see Medicinal Treatment of Exogenic Obesity. G. Arany.— 

p. 1363. 

Treatment of Exudative Pericarditis.—Hitzenberger 
points out that the evacuation of a chronic pericarditic exudate 
by means of puncture involves considerable danger, in that the 
rapid change in pressure disturbs the cardiac function and may 
result in complete failure of the heart action. In acute peri- 
carditis there is no such danger, for in acute cases large exudates 
have been evacuated without resulting in cardiac complications, 
When he decided to treat a chronic pericardial exudate by the 
daily withdrawal of small quantities, the author discovered that 
even a chronic exudate may be evacuated without danger. The 
patient under treatment tolerated well a withdrawal of about 
40 cc. of the exudate. On the next day it was found that the 
pericardial exudate had become much smaller, but in addition 
to it there now existed a pleural exudate. The pleura had been 
punctured and a communication had been established between 
the pericardium and the pleura! space. The exudate was 
aspirated from the pleural space and three weeks later the peri- 
cardial exudate was completely removed by another pericardial 
puncture. The discharge of the pericardial exudate into the 
pleural space proved successful in two other cases, and on the 
basis of these observations the author recommends the puncture 
of the pericardium through the pleura (from the back). After 
the pericardial exudate has reached the pleural space it becomes 
absorbed or may be removed by puncture. There is no danger 
of pleurisy. Before resorting to pleural drainage of the peri- 
cardial exudate, it should be determined by a test puncture 
whether the exudate is free from pus, to avoid production of 
an empyema in the pleura. 

Treatment of Exogenic Obesity.—Arany stresses three 
points: (1) the limitation of the intake of calories by restric- 
tion of the diet, (2) the increase in the oxidation by greater 
muscular activity and (3) the regulation of the water exchange 
by promoting the diuresis. In addition to limiting the calory 
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intake to from 20 to 30 per cent below the requirements com- 
puted on the basis of the body weight, the metabolic rate and 
the mode of life, it is necessary to restrict the intake of proteins 
and substitute foods of low caloric values and with much 
roughage. Increased oxidation is obtained by more muscular 
exertion, but the increase should be gradual and circulation, 
heart and lungs should be watched. If the muscular action 
cannot be adequately increased, medication with a phosphoric 
acid preparation may be resorted to. Since obesity is usually 
accompanied by water retention, a correction of the water 
exchange is necessary. This is accomplished by limitation of 
the fluid intake, by hydrotherapeutic measures, such as sweat 
cures, and by increasing the diuresis. The author increased the 
diuresis by intragluteal injections of a mercury preparation at 
intervals of from three to four days. The total number of 
injections was from three to four. Constipation, which exists 
occasionally, should be counteracted by mild purgatives. Carls- 
bad salt is helpful, because it also increases the diuresis. 


Miinchener medizinische Wochenschrift, Munich 
81: 1567-1602 (Oct. 2) 1934. Partial Index 
Epilepsy and Related Conditions During Childhood. E. Moro.—p. 1567. 
Abdominal Typhoid. H. Dérfler.—p. 1570. 
Fruit and Water. W. Heupke.—p. 1572. 
*Are There Anaerobic Strains of Diphtheria Bacilli in “Malignant Diph- 
theria?”’ W. Kollath.—p. 1577. 
Late Stuttering. J. S. Galant.—p. 1578. 
Principles of Estimation of Moors and of Therapeutic Muds. Stockfisch 

and W. Benade.—p. 1580. 

Anaerobic Strains of Diphtheria Bacilli in “Malignant 
Diphtheria.”—Kollath calls attention to the fact that it is still 
unknown why even the largest doses of serum do not effect a 
cure in malignant diphtheria. He thinks that the failure of the 
antitoxin indicates a component the nature of which is as yet 
unknown, and he points out that the oral fetor, which is char- 
acteristic for malignant diphtheria, is as a rule indicative of 
anaerobic bacterial disintegration. Since the genuine diphtheria 
bacilli, in contradistinction to the pseudodiphtheria bacilli, may 
be grown under anaerobic conditions and thus have the capacity 
for anaerobiosis, the question could be asked whether strains of 
anaerobic diphtheria bacilli do not occur in some cases of malig- 
nant diphtheria. These anaerobic strains would differ from the 
aerobic strains in that they do not form a toxin that can be 
neutralized by antitoxin, but rather a different, still unknown 
irritant; for true diphtheria toxin develops only in the presence 
of sufficient amounts of oxygen and not under anaerobic condi- 
tions. The author states that two and one-half years ago he 
observed four cases of malignant diphtheria in which the aerobic 
culture failed during the first few days, but anaerobic culture 
yielded genuine diphtheria bacilli in from fourteen to eighteen 
hours. During the later stages of the disease the aerobic culture 
likewise yielded diphtheria bacilli. Since the observation of 
these cases the author has searched for similar ones but has not 
found any. However, a recent report by Doskocil-in a Czech 
journal describes twelve cases of malignant diphtheria in which 
the anaerobic culture of diphtheria bacilli succeeded. 


Zeitschrift f. Hygiene und Infektionskr., Berlin 
116: 315-416 (Sept. 22) 1934 
*Serologic Diagnosis of Brucella Abortus Infection in Man. R. H. Laun 

and E. Heide.—p. 315. 

Staining of Bacteria by Potassium Permanganate and Simple Staining of 

Spores. F. Sander.—p. 335. 

Comparison of Clauberg’s Culture Medium for Diphtheria Bacillus with 

That of Léffer. M. Waldhecker.—p. 337. 

Mode of Action of Dyes Used in Chemotherapy. V. Fischl and E, 

Singer.—p. 348. 

Actions of Medicines in Vitro. E. Singer and V. Fischl.—p. 356. 
Bacteriologic Diagnosis of Diphtheria. M. Briickner.—p. 361. 
Serologic and Cultural Variation of acm B Bacillus and Bacillus 

Typhi-Murium. F. Kauffmann.—p. 368 
Bactericidal Action of Several Colloidal Solutions and Their Hygienic 

Significance. M. Prica.—p. 38 
Renewed Increase in Psittacosis. 

p. 397. 

Serologic Diagnosis of Brucella Abortus Infection.— 
Laun and Heide call attention to the fact that Brucella abortus 
infection does not present a uniform symptomatology and that 
the term undulant fever is unsuitable. The positive outcome of 
the Widal and the complement fixation tests, or the positivity 
of either of these tests, is proof of the existence of a Brucella 
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abortus infection. It is advisable to add 2 per cent of glycerin 
to the agar pu 7.2 of the Brucella abortus cultures that are 
used for the Widal test. An addition of 0.2 per cent of solution 
of formaldehyde to the Brucella abortus suspension does not 
impair the Widal reaction. The authors obtained excellent 
results with a Brucella abortus suspension of great density, 
which contained twelve strains from human subjects and from 
animals, and to which a 0.2 per cent solution of formaldehyde 
had been added. Even after twelve months there were no 
changes in efficacy. The result of the Widal test can be read 
after two hours’ storage in the incubator (37 C.). A further 
storage of the test material for twenty-two hours, either at 
room temperature or at incubator temperature, is without influ- 
ence on the results. Agglutination of Brucella abortus by the 
serum of the patient is to be considered positive even if it 
occurs at only slight attenuation. A coagglutination of typhoid, 
paratyphoid and proteus bacteria was not observed. The Widal 
reaction revealed no differences between human and animal 
strains of Brucella abortus and between the serums from man 
and animals. Fluctuations in the stability of the colloids of 
human serums, as for instance during pregnancy, may be a 
source of error in the Widal test for Brucella abortus. If the 
complement fixation test is made with a 5 per cent suspension 
of sheep’s corpuscles, varying doses of amboceptor and of com- 
plement should be employed, the value of which should always 
be determined on the day on which the experiment is made. The 
Brucella abortus extract should be studied for its efficacy at 
intervals of three months. All dilutes should be made with a 
sterile 0.85 per cent solution of sodium chloride. The positive 
outcome of the complement fixation reaction in a serum dilute 
of 1:62.5 (quantity of serum 0.02 cc.) proves the existence of 
a Brucella abortus infection. The agglutinin formation com- 
mences sooner than the formation of the antibodies that inhibit 
the hemolysis, but it also disappears sooner. The complement 
fixation phenomenon persists considerably longer. 


Zeitschrift fiir klinische Medizin, Berlin 
127: 243-370 (Sept. 18) 1934. Partial Index 
Observations on Function of Musculature and Biliary Colic of Discharg- 

ing Urinary Passages: Treatment. Mann.—p. 243 
Pulsus Alternans Minimus, O. Spihler.—p. 268. 

Action of Insulin on Lactic Acid Content of Blood. J. Friesz and E. 

Mohos.—p. 281. 

“Antihemolytic” Action of Liver Extracts. 

—p. 284. 

*Relation Between Disintegration of Erythrocytes and Bilirubin Content 

of Blood in Inoculation Malaria. J. Végh and L. Stanojevi¢é.—p. 286. 
Clinical Aspects of Basophil Adenoma (Cushing). F. S. P. van Buchem. 

—p. 292. 
Absence of Electrocardiographic Changes in Pathologic Myocardium. P. 

Radnai.—p. 304. 

*Capillaroscopic Studies in Allergic Diseases. 

Steiner.—p. 315. 

*Diagnostic Utilization of Disintegration of Leukocytes. 

p. 319, 

Disintegration of Erythrocytes and Bilirubin in Malario- 
therapy.—Végh and Stanojevic studied the connection between 
the disintegration of erythrocytes and the bilirubin content of 
the blood in twenty-one patients who had been inoculated with 
malaria but of whom only twelve developed fever attacks. In 
all except one of these patients the number of erythrocytes and 
the hemoglobin content decreased, while the bilirubin content 
increased, but decrease on the one hand and increase on the 
other did not run parallel; that is, there was no quantitative 
relation between the transformation of hematin or hemoglobin 
on the one hand and the increase in bilirubin on the other. It 
was observed also that the increase in the bilirubin content is 
rapid, while its elimination is slow. From these observations 
it may be concluded that some of the factors involved in these 
processes are still unknown. 

Capillaroscopic Studies in Allergic Diseases.—Hantsch- 
mann and Steiner made capillaroscopic studies on persons 
with and without allergy. The incidence of atypical capillaro- 
scopic pictures was much greater in patients with allergy than 
in those who were free from it. In persons without vascular 
disturbances the capillary pictures were normal in 66 per cent, 
slightly atypical in 27 per cent and greatly atypical in 7 per cent. 
Of the patients with allergy, only 20 per cent had normal capil- 
lary pictures, 43 per cent had slightly atypical pictures and 
37 per cent had greatly atypical pictures. 
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Diagnostic Utilization of Disintegration of Leukocytes. 
—Nagy points out that the leukocytes with neutrophil granules 
disintegrate most rapidly but that there is a difference in the 
resistance to disintegration in the cells with toxic granules and 
in cells from the normal blood. He proved this by the follow- 
ing experiment: Several cubic centimeters of blood is with- 
drawn from the median vein (in 3 per cent citrate solution 49) 
and is left to stand at room temperature. After an hour, several 
smears are prepared from the upper layer of the column of 
sediment and are stained according to May-Gruenwald-Giemsa. 
If the blood is normal, the leukocytes are nearly all normal, 
except that in some instances the marginal ones show slight 
changes. However, if the blood is from a patient having an 
infectious disease, hardly a single intact leukocyte can be found. 
The neutrophils are full of vacuoles and other signs of disin- 
tegration. Many of the monocytes show the same changes, 
while the lymphocytes retain their shape for a comparatively 
long period. The early disintegration is probably due to toxic 
granules. In spite of the fact that several authors deny the 
pathognomonic significance of the toxic granulations, because 
it is too greatly under the influence of the unevenness in staining 
and because it occurs irregularly and late or not at all, the 
author ascribes to it considerable diagnostic significance. He 
stresses that his method easily masters the technical difficulties 
and avoids the confusions that may result from individual 
estimation. 


Zentralblatt fiir Gynakologie, Leipzig 
58: 2353-2400 (Oct. 6) 1934 

Production of Pregnancy by Means of Hormones in Hibernating Bats. 
P. Cafhier.—p. 2354. 

*Pathologic-Anatomic Foundations of Increased Function of Posterior 
Lobe of Hypophysis in Eclampsia and Nephropathy of Pregnant 
Women. K. J. Anselmino and F. Hoffmann.—p. 2363 

Therapeutic Experiments with Hormone of Anterior cane of —— 
in Cancer of Uterus. L. Kriesch and K. Vietorisz.—p. 2370 

*Local Hormone Therapy of Ovarian Insufficiency (Intra- Ovarian Injec- 
tion of Ovarian Extract). C. Stanca.—p. 2373. 

Treatment of Inoperable Ovarian Carcinoma by oo s Method of 
Roentgen Irradiation. A. Gengenbach.—p. 237 

Observations on One Thousand Cases of see Cystoma. M. 
Randazzo.—p. 2381. 

Posterior Lobe of Hypophysis, Eclampsia, and 
Nephropathy.—Anselmino and Hoffmann call attention to 
several former reports in which they attempted to prove that 
an increase in the hormone production of the posterior lobe of 
the hypophysis plays a part in the development of nephropathy 
and eclampsia in pregnant women, and then they review the 
histologic changes in the posterior lobe of the hypophysis of 
patients with eclampsia, which were recently described by 
Cushing. That author observed heavy infiltrations of basophilic 
cells in the posterior lobe, some of which had an adenoma-like 
character, and in the clefts of the tissue he observed large 
quantities of the secretory product of these cells. He considers 
these changes an indication of increased functional activity of 
the cells that produce the hormones of the posterior lobe of the 
hypophysis, and thus they present the anatomopathologic basis 
for the presence of the antidiuretic and pressor components of 
the posterior hypophyseal hormone in the blood of these patients, 
which had been demonstrated by the authors. They discuss the 
relations of eclampsia and nephropathy to that form of con- 
tracted kidney to which Volhard applies the term of pale hyper- 
tension and then call attention to the coincidence of occurrence 
of vasopressor and antidiuretic substances in the blood and 
urine and to the coincidence of histologic changes in the hypoph- 
ysis in the two disturbances. 

Local Hormone Therapy of Ovarian Insufficiency.— 
Stanca gives the history of a woman, aged 19, who had never 
menstruated and who, since the age of 16, had repeated epileptic 
attacks. The amenorrhea as well as the epilepsy proved refrac- 
tory to all treatments. Pains in the region of the cecum, which 
were suspected to be caused by adhesions developing after an 
appendectomy, and a desire to inspect the internal genital 
organs, led to a laparotomy. The adhesions on the cecum were 
separated and 1 cc. of ovarian extract was injected into each 
of the ovaries. The postoperative course was uneventful, and 
twelve days later menstruation set in for the first time. But 
just as surprising as the menstruation was the complete cessa- 
tion of the epileptic attacks. The menstruation occurred regu- 
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larly for three successive months, but after that it ceased again; 
however, the epileptic attacks did not recur. A number of 
months later, although the patient did not menstruate any 
more, she became pregnant. The pregnancy terminated in a 
normal birth and the woman had no further attacks of epilepsy. 
The period of observation since the intra-ovarian injection is 
now two and one-half years and the author assumes a complete 
cure of the epilepsy. In trying to explain this effect on the 
epilepsy he cites reports that indicate a connection between 
menstruation and epilepsy. Because the woman became preg- 
nant in the absence of menstruation, he assumes a disturbance 
in the anterior lobe of the hypophysis. He thinks that, although 
he has only two positive observations on the efficacy of intra- 
ovarian injection of ovarian extract in amenorrhea, he is never- 
theless justified in pointing out in which cases this measure 
should not be resorted to. He considers the intra-ovarian injec- 
tion of ovarian extract inadvisable in amenorrheas caused by 
aplasia, infantilism or hypoplasia of the uterus or by jacksonian 
epilepsy, diabetes, malaria or tuberculosis, but he hopes that 
his method will be tried in suitable cases. 
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"Symptoms, Diagnosis and Pathologic Anatomy of Primary Carcinoma of 
Lungs. F. F. Piayd.—-p. 1235. 

Agranulocytic Angina. V. P. Khrakovskaya-Chernyak.—p. 1248. 

*Treatment of Edema and of Ascites with Large Doses of Calcium 
Chloride. T. Z. Gurevich.—p. 1252. 

Epidemic Diseases of Central Nervous System. I. A. Dobreytser.—p. 
1283. 


Prophylaxis of Measles with —" Blood of Parents. G. A. Alshwang 
and E. E. Katsman.—p. 1293 
tderaieation of Virulence of Diphtheria Bacillus in Vitro. G. Kalina 

and Anna Margo.—p. 1298. 

Primary Carcinoma of Lungs.—The incidence of primary 
carcinoma cf lungs in the Soviet Union has risen in the last 
two decades to as high as 11.18 per cent of all carcinomas. 
Piayd studied sixty cases of this disease confirmed at necropsy. 
He concludes that a definite diagnosis can be made by finding 
the cellular elements of the neoplasm in the sputum, in the 
pleural exudate, in the puncture of the neoplasm, or from a 
biopsy. Among the more valuable clinical signs the author men- 
tions (1) early and repeated blood spitting, (2) signs of com- 
pression of the neighboring organs, such as dyspnea, hoarseness, 
aphonia and dysphagia, and (3) involvement of the regional 
lymph nodes, particularly of the supraclavicular and infra- 
clavicular groups. Percussion and auscultatory signs are 
variable depending on the localization, the size and the relation 
of the tumor to the large bronchi, as well as on the accompany- 
ing alterations, such as pneumonitis, atelectasis and bronchiec- 
tasis. Muffled breath sounds in the beginning, together with a 
rapid increase in the area of dulness, are suggestive of a grow- 
ing tumor. Metastases are common, principally to the liver 
and the central nervous system, causing dyspepsia, ascites and 
paralyses. Pleural exudate was present in one third of the cases 
but presented nothing characteristic. Combination with active 
pulmonary tuberculosis was extremely rare. Tubercle bacilli 
were found in only one case. Cough was present in 80 per cent. 
Neither cough nor sputum was characteristic in any sense. 
Twenty per cent of the patients had night sweats. The tempera- 
ture was normal in 50 per cent, was frequently subnormal and, 
at times, raised and hectic. Localization of pain was inconstant 
and not typical. The blood picture presented a hyperleuko- 
cytosis, neutrophilia and lymphopenia, more rarely erythropenia, 
hemoglobinemia and monocytosis, and never eosinophilia. Serum 
reactions are not characteristic. The roentgenologic examina- 
tion is of the greatest value and was responsible for a high 
percentage of correct diagnoses. The increasing frequency of 
the disease, as well as the therapeutic possibilities in its early 
stages, suggests that it be treated as a social problem in specially 
created institutions. 

Treatment of Edema and Ascites with Large Doses of 
Calcium Chloride.—Gurevich reports the effect of large doses 
of calcium chloride on edemas due to various causes. His 
observations were made in fifteen cases in which the usual 
diuretics were not effective. The patients were on a salt-free 
diet and limited water intake. He concludes that calcium 
chloride is a powerful diuretic. Daily doses of from 10 to 
30 Gm. did not give rise to any untoward symptoms. In four 
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patients there developed nausea and anorexia, but these symp- 
toms disappeared on withdrawal of the drug and were not 
present when the exhibition of the drug was resumed a few 
days later. The diuretic effect becomes manifest only after 
a number of days, occasionally weeks. Calcium chloride is 
frequently capable of producing a diuresis when other diuretics 
have failed. Large doses may produce an exacerbation of a 
nephritic process while acting as a diuretic. The calcium 
chloride is effective when salt is eliminated from the diet. 


Bibliotek for Leger, Copenhagen 
126: 383-427 (Sept.) 1934 
*Disturbances of Alimentary Tract as Result of Avitaminosis. E. Schigdt. 
—p. 383. 


Disturbances of Alimentary Tract Resulting from 
Avitaminosis.—Schigdt sees a close connection between dis- 
turbances of the alimentary tract and avitaminoses. Avitamin- 
oses may develop from gastro-intestinal disorders, but these 
disorders are an integral part of the symptom complex of 
avitaminoses. A vicious circle may thus occur. Writers on 
avitaminoses due to vitamin A, B:, Be and C deficiency men- 
tion anorexia, vomiting, diarrhea, achlorhydria, stomatitis, 
gastro-intestinal atrophy and gastric ulcer as symptoms; most 


of them are found in all the avitaminoses mentioned, both in — 


men and in animals, with atrophy most marked in lack of 
vitamin A, achlorhydria in lack of vitamin B and gastric ulcer 
in lack of vitamin C. The author says that in his experiments 
on rats on a diet without vitamins B: and B, a number of the 
symptoms appeared, but not atrophy or achlorhydria; there 
were also in the majority of cases peculiar capillary hemor- 
rhages from the stomach or intestine, gastric hemorrhage 
occurring more often after vitamin B: deficiency and intestinal 
hemorrhage in vitamin Be deficiency. Most of the disorders 
appear as early symptoms in vitamin deficiency. As in northern 
countries the diet or, at all events, certain forms of diet are 
low in vitamins and since vitamin deficiency may directly cause 
gastro-intestinal disorders, diets richer in vitamins are recom- 
mended in such disorders in these countries, 


Finska Lakaresallskapets Handlingar, Helsingfors 
76: 769-858 (Sept.) 1934 

Treatment of Rectal Prolapse. H. Bardy.—p. 769. 
Remarks on Tuberculin Tests in Finnish Army. M. Savolin.—p. 776. 
*Chronic Circumscribed Arachnitis. R. Gordin.—p. 791 

Chronic Circumscribed Arachnitis.—Gordin regards this 
disorder as a secondary ailment in processes with symptoms 
of meningism. The most common causes are infection and 
trauma; other causes are insolation, circulatory disturbances 
in the central nervous system and tumor in the nervous system. 
He says that arachnitis due to trauma occurs as a reactive 
process depending on alteration of blood vessels and hemor- 
rhage and cannot actually be considered an _ inflammatory 
disturbance ; it might perhaps be termed a “traumatic meningop- 
athy.” The symptomatology in chronic arachnitis on the whole 
agrees with that of tumor in the central nervous system. 
The arachnitis usually appears in a predominatingly cerebral 
or spinal form. Encephalography is helpful in the cerebral 
form and myelography in the spinal form. The periodic course 
of the disorder and the history of trauma or infection are also 
significant. Close observation of all details in the picture and 
course often allow correct diagnosis. Disturbances considered 
simply psychogenic after apparently slight traumas should 
receive greater attention, Treatment is operative, and the 
prognosis is relatively favorable. When intracerebral or intra- 
medullary changes are present, the prognosis is less favorable. 
The operation should not be terminated too soon in uncertain 
cases, even with positive results in the arachnoid, as the arach- 
noidal changes might be due to an intramedullary or intra- 
cerebral tumor. Twelve cases, five of cerebral and seven of 
spinal form, are reported. 


CORRECTION 


Treatment of Verrucae by Bismuth Sodium Tartrate. 
—lIn the abstract of Shellow’s paper in THE JOURNAL, Novem- 
ber 24, page 1654, in the first line “15 per cent” should be 
replaced by 1.5 per cent. 


